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In infective diarrhoea in children ¢&e 


4 
In outbreaks, prompt treatment may be of prime importance—particularly 6. 
in young patients. 
It is recommended, therefore, that administration of Thalazole’ 
Suspension, the gut-active sulphonamide of choice, should be considered 
as an immediate routine measure, even before laboratory identification 
of the causal organisms 


| THALAZOLE ‘A 
“rica by 
trade mark brand 


PHTHALYLSULPHATHIAZOLE 
SUSPENSION 
P. O. BOX 1130 


PORT ELIZABETH it’s fruit-flavoured — and ideally suited for children, either as it is or 
diluted in water 
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Taking the brake off 


convalescence 


Convalescence is as much a state of mind as of body. Getting well requires the patient’s 
enthusiasm, and nothing evokes this enthusiasm more readily than a sense of improvement. 
The function of a good tonic is to impart this sense by toning up slack muscle and by 


stimulating appetite so that the patient quickly builds up his lost strength. 


‘ 
* Eskay'’s Neuro Phosphates’ and ‘ Eskay’s Esk ay’s NEU RO PHOSPHATES 5 


Theranates’ are two outstanding tonics, Bach adult dose (2 teaspoonfuls) contains, in acid state 


pharmaceutically elegant and palatable. Strychnine glycerophosphate sth grain (1 mg.) 
a ae 2 Sodium glycerophosphate 2 grains (130 mg.) 
* Eskay’s Theranates’ combines the proven Calcium glycerophosphatc _ 2 grains (130 mg) 
yormula of ‘Neuro Phosphates’ with Vitamin B, 


‘ 
(1,000 International Units per fluid ounce). Eskay s TH ERANATES ‘ 


the formula of ‘ Neuro Phosphates’ plus Vitamin B, (1,000 International Units 
per fluid ounce). 


M. & J. PHARMACEUTICALS (PTY.) LTD., DIESEL STREET, PORT ELIZABETH 


for Smith Kline & French International Co., owner of the trade marks *Eskay’s Neuro Phosphates’ and *Eskay’s Theranates’ 
NTP SISA 
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‘ASTHMA 
‘BRONCHITIS 
“EMPHYSEMA 


are rapidly relieved by the 


INHALATION 
THERAPY 


ORITAX HAND INHALER 


Available with or 
without a Face Mask 


BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 


relief of all forms of bronchospasm, whether physical, nervous or allergic. 


Available in cartoned bottles of 12.5 gm. 


SUPER PAG is a large 
table model and can be 
supplied with single or 
double bulb, also with 
bakelite stand. 


[DD 


PNEUMOSTAT ELECTRIC INHALER is suitable for 
AC-DC of 90-110 volts or 200-250 volts, and is supplied 
complete with two SUPER PAG Inhalers either of which 
is brought into use by a two-way tap 


SUPER PAG HAND INHALER 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 


Sole 
Manufacturers 


s very easily administered by the patient without inconvenience. 


Please write for technical data. 


PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


AXTELL HOUSE, WARWICK STREET 
South African Representatives: FASSETT & JOHNSON LTD.,°72 SMITH STREET, DURBAN. 
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Disprin overcomes the defects 


of both aspirin and ealecium aspirin 


The defects of aspirin are its acidity and low 
solubility. The defect of calcium aspirin, 

as generally prepared, is its liability to 
chemical breakdown and consequent 


contamination. 

By providing pure calcium aspirin in stable. 
soluble, palatable tablet form, “Disprin’ over- 
comes the defects of both aspirin and calc1um 
aspirin, and combines the advantages of both. 

Aspirin dosage can now be administered for its 
analgesic, antipyretic and anti-rheumatic effects 
in a complete solution which ts both palatable 
and bland — Extensive clinical trials carried ow 
in leading hospitals show that, even in large 
amounts given over prolonged periods, Disprin 
is unlikely to cause gastric or systemic disturb- 
ances, except in cases of extreme hypersensitivity. 
Thus an obstinate and long-standing problem in 


ispirin therapy has been solved. 


DIiSPRIN 


Stable, soluble, palatahle calcium aspirin 


Clinical samples and literature supplied on application. 
Special hospital pack — prices on application 


RECKITT AND COLMAN tAFRICA) LTD. P.O. BOX 1097 CAPE TOWN 


3259SAM 


iv 


South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


P.O. Box 643, Cape Town Posbus 643, Kaapstad 


Vol. 27, No. 37 Cape Town, 12 September 1953 Weekly 2s 6d 


CONTENTS 


Sarkoied van Boeck behandel met Kortisoon. Dr. E. U. Schmid Association News : Verenigingsnuus. 


Anaesthetists Group 

Abstracts 783 South African Society of Anaesthetists 803 

Editorial: Anticoagulant Therapy ss ; 785 Passing Events 803 

Van die Redaksie: Antikoogulerin terapie , 785 

Serum Protein-Bound lodine ope in Thyroid Disease. Dr. Foods, Drugs and Disinfectants Act 604 
B. M. Bloomberg and Mr. F. Lazarus, B.Sc. . 786 WHO Aid for Greek Earthquake Victims 804 

Cerebral Arterio-Venous Anomaly. Dr. J. ‘S. Coller, Dr. Reviews of Books: Anatomy of Autonomic Nervous Syeum:; 

M. B. M. Denny and Dr. B. N. Frazer - 790 Handbook of Paedriatics {~ Student Nurses; Obstetrics; 

Diabetes, Pre-Diabetes, Mothers and Babies. Dr. W. P. U Juvenile Delinquency; Applied Microbiology; Clinical Ap- 
Jackson 795 proach to Fevers ; Isoniazid in Tubercuiosis ; Year Book of Pedia- 

New Preparations and Appliances: ‘Vegolysen’ Retard: ‘Prome- trics; Eye, Ear, Nose and Throat; Public-Health Aspects of 
thazine and Dibromopropamidine Isethionate Cream; Di- Infectious and Serum Hepatitis ; Obstetrics and Gynaecology ; 
streptocin Sulfate; Insulin Zinc Suspension A. B.; Cor- Malaria Terminology; Diseases of the Oesophagus; Neuro- 
tomyd Ophthalmic Suspension—Sterile ... 798 physiological Basis of Mind ... 805 

Medico-Legal: Supreme Court of South Africa (Witwatersrand Correspondence: General Practitioners and Specialists (Old 
Local Division), 20 1953. Abstract of un; Dr. C. Immerman); The 
Summing-up ae 799 (Dr. N. Sapeika) 808 


In confidence... 


Even in these enlightened days, guidance on methods 


of family planning can do much to remove anxiety and 
promote a patient’s mental and physical well-being. 
Gynomin entirely fulfils the requirements of a modern 


contraceptive and may be accepted with contidence. 


@ Spermicidally etlicient @ Clean in application—non-greasy 
@ Harmless to health © Keeps perfectly in all climates 


Medical literature 
GYNOMIN 


1.2 grams and contains w/w. 


FORMULA: Sedii Bicarb. B.P. 12.0: Acid 
Tartarie B.P. 10.5; p-Toluenesulphonchloroamide 
B.P. 1.1; Excipients Lactose B.P. and Starch 
B.P. ad. 100.0; Perfume qs. 


COATES & COOPER LTD 


Distributed by > LENNON LTD., Cape Town and Branches SOUTH AFRICAN DRUGGISTS LTD., Jonannesburg 


scientifically balanced, antiseptic and 


deodorant contraceptive — tablet form 
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in peritonitis: A “most... effective agent to date 


in our hands is terramycin, 


of which we administer 1 gram 
intravenously every 12 hours.” 


Schaeffer, J. R., and Pulaski, E. J. 
US. Armed Forces M. J. 1:1447 (Dec.) 1950. 


Crysratuine Terramycin 


available | in a wide variety of convenient 
dosage forms for oral, topical 


and intravenous therapy. 


25 Broad Street, New York 4.N.Y..U. S.A 


Representing The World's Largest Producer of Antibiotics 


Terramycin «+ Penicillin + Streptomycin + Dihydrostreptomycin + Combiotic + Polymyxin + Bacitracin 


% Distributor?’ PETERSEN LTD. P.O. Box 38, CAPE TOWN 
P.O. Box 578, JOHANNESBURG 
113 Umbilo Road, DURBAN 
SOUTH AFRICA 
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In rheumatic disorders the commonest symp- 


tom, and the most trying to the patient, is pain. 


Following the pain comes muscle spasm, which 


leads to disability, loss of function—-then more 


pain, more spasm. MEPHOSOL (containing 


mephenesin) breaks this vicious circle by the 


direct abolition of skeletal muscle pain. It is 


analgesic and antispasmodic. 


CROOKES 


MEPHOSOL 


Registered Trade Mark 
DISTRIBUTORS : 


B. P. DAVIS LTD P.O. BOX 3371 
JOHANNESBURG 


THE CROOKES LABORATORIES LIMITED 
PARK ROYAL © LONDON N.W.10 
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Insomnia 


Preoperative treatment 


Obstetrics 


Sopental 


(Pentobarbitone Sodium-Petersen ) 


is indicated 


SOPENTAL is the mono-sodium derivative of 5-ethyl-5- 
acid. 


ACTION AND USES: SOPENTAL is one of the more rapidly 
acting barbiturates, but its duration of action is short. 


INSOMNIA. in those cases of insomnia where the pauent 
experiences difficulty in getting off to sleep, SOPENTAL has an 
advantage over other barbiturates, since its short action is less 
likely to leave the patient in a state of depression during the 
morning following administration. The normal dosage employed 
is one or two tablets (in the average patient one tablet is sufficient) 
immediately before retiring. 


PREOPERATIVE TREATMENT. SOPENTAL may be used 
as a basal anaesthetic prior to surgical operation, its sedative 
effect minimising the amount of general anaesthetic required. In 
these cases the normal procedure is one tablet the evening before 
operation, a further tablet two hours before, and, if necessary, 
a third tablet one hour before operation. 


OBSTETRICS. SOPENTAL may be employed for the pro- 
duction of obstetrical amnesia, where the optimum dose is that 
which reduces pain without depressing uterine contractions. 
Here it is usual to start with one tablet at the commencement 
of labour, repeating the dose, when necessary, up to a maximum 
of five tablets. 

SOPENTAL is almost completely destroyed by the liver, and is 
therefore useful in cases of impaired renal function. 
SOPENTAL is issued as tablets of Pentobarbitone Sodium If 
grains in each, in bottles of 40 and S00. 


Manufactured in South Africa by 


PETERSEN'S 


S ETHICAL | 


STANDARDISED 


PETERSEN LTD. 


Established 1642 
CAPE TOWN DURBAN BULAWAYO 
P.O. Box 38 113, Umbilo Road P.O. Box 986 


JOHANNESBURG 
P.O. Box $785 
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_ simple treatment 
nfant diarrhoea quick relief 


nutritional support 


Casec is strikingly effective in the management of 
intant diarrhova and colic. Relief from loose and frequent 
stools is prompt in the great majority of cases when 
feedings are supplemented with Casec. \t the same 
time, Casec effectively prevents protein depletion. 

Casec (calcium caseinate) is a rich source of protein 


(88",) and supplies generous amounts of calcium. 


SIMPLE TREATMENT FOR DIARRHEA 
Bottle-fed intants: 4 tablespoons of Casec added to regular 


formula. Continue until stools are normal tor 3 days. 


Breast ted intants: 2 tablespoons ot Casec to 6 ounces of 
water. Feed } to 1 ounce before each breast teeding until 


stools are normal tor 3 days. 


Casec 


MEAD JOHNSON & COMPANY 


Trade Enquires JOHNSON & JOHNSON (PTY.) LTD. 
P.O. BOX 727. EAST LONDON 
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BECALMED... 


Tur convalescent has success- 
fully weathered the storm of acute illness but finds it difheult to 
recover from the aftermath. The patient is depressed, lethargic, is 
in fact in a state of being becalmed. 


In such cases a good tonic is needed to speed the voyage to recovery, 
and many physicians have found the answer in W aterbury’s Compound. 


Waterbury’s supplies easily assimilable iron, supported by manganese, 


calcium and phosphorus in rational proportions to ensure proper metabolic 


utilization. In addition, Waterbury’s makes available guaiacol and creosote 
as tasteless, odourless sulphonates. 


readily acceptable even to finicky ? 
g 
WILLIAM R. WARNER & €0. (PTY.) LTD., 


6-10 Searle Street, Cape Town. 


No 6) Ex 


Mepicar Science has been built up from 
many years of careful research. 

Printing owes its modern developments to 
years of careful research and 
trial. We are anxious to place 
the benefit of these developments 
at your disposal, consult us. 


Print and Progress 


with the Times ~ 


TOWN 


Sales Office: St. George's St. P.O. Box II 
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South-West House, 100 Main St. 
Phone 2-983! 
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‘Sulphamezathine’ in Pneumonia 


These observations confirm that ‘Sulphamezathine’ ts highly satistactory 


in lobar pneumonia Its lower toxicity may help to reduce the 
mortality in very il patients, while the virtual absence of vomiting ensures 
more complete absorption ©*— Lancet, 1944, i, 277 


“Of the commonly availabie sulphonamides, ‘Sulphamezathine’ causes 
relatively little nausea and vomiting and, having an acetyl! derivative ot 
high solubility, very rarely gives rise to renal complications. It 1s therefore 
suitable for routine treatment.”"— British Medical Journal, 1949 ii, 1225 


In Children: “The results of treatment with ‘Sulphamezathine’ therefore 
compare favourably showing the lowest mortality rate, the 
most rapid response to treatment and freedom from toxic effects.""-—— Arch 
Dis. Childh 1944 19, 122 


‘SULPHAMEZATHINE’ 


SULPHADIMIDINE BP TRADE MARK 


the safe sulphonamide 


Al produit of icl 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


Industries L.amited WILMSLOW, MANCHESTER 


A subsidiary company Imperial Chemica 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
PAN AFRICA HOUSE, 75 TROYE STREET—P.0. BOX 7796—JOHANNESBURG 
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SARKOIED VAN BOEFCK BEHANDEL MET KORTISOON 


Departement — Interne 
Etlike artkels oor Sarkoidose kom voor in die Europese 
en Amerikaanse literatuur.. Die toestand skyn seldsaam 
in Suid-Afrika te wees. Die eerste geval in Suid-Afrika 
gerapporteer, 1s dié van ‘n middeljarige Bantoe man wat 
‘n baie upiese beeld getoon het. Die geval het noodlottig 
geeindig. Die diagnose is histologies bevestig.- Twee ver- 
dere gevalle, waarvan die diagnose by een _histologies 
bevestg is. word gemeld waar kortisoon- en ACTH- 
behandeting met goeie resultate toegepas 1s. 
Die pasiént wat hier beskryf word, is ‘n verdere voor- 
beeld dat die siektebeeld in Suid-Afrika bestaan. Die 
verloop van die siekte 1s deur kortisoon gunstig beinvloed 


KLINIESE VERSLAG VAN 'N GEVAL 


Die pasicnt wat hier beskryf word. is ‘n verdere voor- 
gedurende Maart 1953 tot die Pretoriase Algemene 
Hospitaa! toegelaat. Hy is in Suid-Afrika gebore en was 
nooit uit die land gewees nie. Hy is ‘n handelaar in 
lewende hawe. 

Sy klagtes het in 1942 begin, met ‘n aanval van pyn in 
die regter-sy en ‘n droe hoes, toe ‘n diagnose van pleuritis 
gemaak is. Rontgenfotos van die longe het vae kollerige 
veranderinge getoon wat veral die bo-kwabbe aangetas het. 
In 1943 is veranderinge in beide longtoppe opgemerk en 
die diagnose op long-tuberkulose gestel. Tuberkelbasille 
iS egter nooit in die sputum gevind nie. 

Afgesien van ‘n aanval van ,nefritis’ in 1944, was hy 
gesond tot 1948, toe hy ‘n spontane pneumotoraks regs 
opgedoen het. Van omtrent hierdie tydstip af het hy ‘n 
pynlose kliervergroting in sy oksels en lieste opgemerk. 
Gedurende die volgende jaar het hy disfagie ontwikkel, 
met die gevoel dat die kos omtrent agter die middel van 
die sternum vassit. Sy eetlus en gewig het afgeneem en hy 
het algemeen swak en lusteloos begin voel. 

In 1950-51 is rontgenfotos van sy longe herhaalde kere 
geneem en die diagnose van long-tuberkulose skynbaar 
weer verwerp. 

Met die huidige toelating tot die hospitaal was sy 
klagtes dié van disfagie, veral vir soliede voedselsoorte, ‘n 
drée hoes, kliervergroting in oksels en lieste, gewigsafname 
en moegheid. Twee weke voor die opname het hy ‘n 
aanval met al die kenmerke van ureterkoliek gehad. 

Met ondersoek is gevind dat die pasiént skraal gebou 
en effens vermaer is. Daar was geen anemie of sianose nie 
Sy temperatuur was normaal, polsspoed 100 per minuut, 
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Geneeskunde 


Scumip, M.B.. (PRETORIA) 


Universiteit van Pretoria 
bloeddruk 100 80 mm 
(Westergren). 

Op die voorhoof was daar ‘n ronde letsel, 2 cm. in 
deursnit, met ‘n effens opgehewe, skilferende rant en 
bleek atrofiese sentrum. ‘n Soortgelyke letsel is agter 
die linker kaakhoek op die nek gevind. Die o€ het 
uitwendig en met oftalmoskopiese ondersoek geen 
afwykings getoon nie. Daar was ‘'n limfklier van onge- 
veer | cm. in deursnit in die linker posterior driehoek 
van die nek en die linker supratrochlearis-klier was 
omtrent van dieselfde grootte. In beide oksels en lieste 
was al die kliere vergroot en het ongeveer van | tot 4 
cm. in deursnit gewissel. Hulle was almal rubberhard en 


Hg., en besinking 8 mm. I* uur 


Fig. 1. Rontgenfoto van die toraks toon verspreide onreél- 
matige infiltrasie met fibrose. Vergroting van die hiluskliere 
kom nie op hierdie foto opvallend voor mie 
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los van die omliggende weefsel, sonder tekens van 
verswering. Daar was geen abnormale fisiese tekens in 
die longe te vind nie en die kardiovaskulére stelsel was 
ook klinies normaal. Die lewer en milt was nie vergroot 
me en die senuweestelsel het normaal voorgekom. 

Die urine het geen afwykings getoon nie. Die bloedbeeld 
was: Hemoglobien 15.2 gm.%, rooibloedselle 4,900,000 
per c.mm., witbloedselle 6,700 per c.mm. met polimorfe 
69°%, limfosiete 21°,, monosiete 5% en eosinofiele 
5%.  Rdéntgenfotos van die longe het slegomlynde, 
streperige en kollerige opasiteite deur albei longvelde 
getoon met vergrote hiluskliere en vergroeiings aan die 
diafragma (Fig. 1). ‘n Esofagogram het opvallende 
vernouing van die esofagus met oponthoud van die barium 
op die hoogte van die aortaboog getoon. ROntgenfotos van 
Mei 1950 is teruggevind en het ongeveer dieselfde 
voorkoms met slegs ‘n mindere mate van fibrose getoon. 
Roénigenfotos van die handbeendere het geen afwykings 
getoon nie. ‘n Oorsigs-foto van die buik en intraveneuse 
piclogram het geen nierstene getoon nie. Die elektro- 
kardiogram was normaal in alle opsigte. Lewerfunksie- 
proewe het getoon: Totale proteien 6.38 gm.%, albumien 
3.57 gm.%, globulien 2.81 gm.%; timoltroebeling 3: 


. 
2 
Histologic van een van die lheskliere. 


rangskikking in epiteloiede follikels word getoon 
reusselle is op hierdie foto sigbaar nie 


Fig. 2 Die tipiese 
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tmolviokking 0; kolloidale goud 0 en Van den Bergh- 
reaksie negatief. Die bloedkalsium was 10.6 mgm.%, 
fosfor 2.8 mgm.% en die alkaliese fosfatase 42 King- 
Armstrong-eenhede. Geen sputum is verkry nie, maar B 
tuberculosis is nie in die nugter maagsap gevind nie. Die 
Mantoux-reaksie (P.P.D.) was negatief in die sterktes 
0.00002 mg. en 0.005 mg. Die vitale kapasiteitsmeting was 
2.8 liter en die maksimale asemhalingskapasiteit was S58 
liter per minuut. 

Histologiese ondersoek van ‘n liesklier het verplasing 
van klierweefsel deur veelvuldige epiteloied-follikels 
getoon met baie reusselle. Geen nekrose of verkasing 
was teenwoordig nie. Die voorkoms was tipies dié van 
sarkoied van Boeck (Fig. 2). Snitte van een van die 
velletsels het ook die teenwoordigheid van epiteloied- 
follikels met reusselle en rondesel-infiltrasie getoon 


Verloop 


Die pasiént is 200 mgm. kortisoon per dag toegedien. 
Na een week was daar alreeds baie goeie subjektiewe 
verbetering wat die algemene klagtes en die slukvermoé 
betref en die velletsels het minder duidelik voorgekom 
Na verloop van 2 weke was die kliere in die lieste en 
oksels duidelik kleiner maar nog voelbaar. RO6ntgenfotos 
van die longe het op dié tydstip geen opvallende verande- 
ringe getoon nie en daar was geen belangrike verskil in 
die lewerfunksieproewe nie. Die totale proteien was 
6.02 gm.%, albumien 3.37 gm.%,. globulien 2.65 gm.°.; 
timoltroebeling 5; timolvlokking 0: kolloidale goud - en 
die Van den Bergh-reaksie negatief. Die vitale kapasiteit |2 
dae na die begin van die behandeling het geen verandering 


Fig. 3 (a). Daar ts ‘n gedeeltelike afsiuiting van die barium- 
gevulde slukderm as gevolg van druk van buite deur ‘n 
groot hilusklier-massa. 

Fig. 3 (b). Na behandeling met kortisoon vir 2 weke is 
duidelik gesien hoe die hiluskliere gekrimp het; teen hierdie 
tvd het die pasiént se disfagie reeds heeltemal verdwyn. 
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getoon nie, maar die maksimale asemhalingskapasiteit het 
merkwaardig verbeter, van 58 liter tot 72 liter per minuut. 
Die liggaamsgewig het van 135 pond na 142 pond gestyg. 
Die mees dramatiese verbetering het in verband met die 
pasient se slukmoeilikheid plaasgevind en op rontgenfotos 
(Fig. 3a en 3b) is duidelik gesien hoe die hilusklhermassa 
ingekrimp het. 


KOMMENTAAR 


In baie opsigte het die pasiént ‘n tipiese beeld vertoon, 
veral wat betref die chroniese longklagtes, geringe fisiese 
tekens in teenstelling met uitgebreide rontgenologiese 
veranderinge, limtkliervergroting, velletsels en die ken- 
merkende histologiese beeld. 

Die klagte van disfagie is ongewoon in die siekte en 
is hier deur vergroting van mediastinale limtkliere ver- 
oorsaak. 

Die teenwoordigheid van nierstene in sarkoidose, soos 
by hierdie geval aangetref, is reeds in enkele gevalle 
gemeld en gaan meestal met ‘n hiperkalsemie gepaard.' 
Dit is opvallend dat die bloedkalsium en -fosfor in hier- 
die geval normaal was. Daar is geen verklaring gevind 
vic die besonder hoe syfer vir alkaliese tostatase nie. 

Behandeling met kortisoon en ACTH is alreeds in ver- 
skillende reeks gevalle toegepas, en die resultate is meestal 
gunstig.4 Slegs enkele gevalle word gemeld waar geen 
beterskap teweeggebring is nie. Gewoonlik reageer die 
vroeé letsels die beste, maar selfs by chroniese longver- 
anderinge mag goeie subjektiewe verbetering gevind word 
ten spyte van min of geen veranderinge in die radiologiese 
beeld. 

Die histologiese veranderinge wat plaasvind met die 
behandeling is dieselfde wat ook by spontane genesing 
van die letsels gevind word, naamlik  hialinisasie en 
iibrose. 

Terugkeer van simptome is in die meeste gevalle binne 
2 weke tot 3 maande na staking van die behandeling 
gevind. Hoe langer die behandeling toegepas word, hoe 
groter word die moontlikheid van permanente remissie. 

Die verbetering in hierdie geval, veral wat die chroniese 
limfkliervergroting en die disfagie betref, kan as buiten- 
gewoon goed beskou word. Die beleid vir die toekoms- 
tige behandeling van hierdie pasiént gaan wees om hom 
so lank moontlik kortisoon toe te dien en mettertyd ook 
die dosis te verminder. 


SAMEVATTING 


‘n Geval van sarkoied van Boeck in ‘'n Suid-Afrikaanse 
blanke man word beskrvyf. 

Die pasiént het 10 jaar lank longklagtes gehad en vir 
5S jaar voor die huidige toelating tot die hospitaal het 
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hy van limtkhlervergroting, disfagie, gewigsverlies en alge- 
mene swakheid gekla. 

Met ondersoek is atrofiese velletsels op die voorhoot 
en nek, en kliervergroting in die lieste en oksels gevind 
Rontgentotos van die longe het uitgebreide fibrotiese 
veranderinge in albei longe, tesame met vergroting van 
die hiluskliere, getoon. ‘n Esofagogram het ‘n gedeelte 
like afsluiting van die esofagus as gevolg van druk deur 
vergrote hiluskliere aangetoon. 

Histologiese ondersoek van ‘n limfklier en een van die 
velletsels het die tpiese epiteloied-follikels en reusselle 
van sarkoied getoon 

Kortisoonbehandeling het verbetering van die velletsels 
en van die limtkliervergroting veroorsaak. Daar was 
duidelik verbetering in die pasient se algemene toestand 
en, hoewel die rontgen-voorkoms van sy longe nie juts 
verander het nie, het sy maksimale asemhalingskapasiteit 
aansienlik verbeter 


SUMMARY 


A case of Boeck’s sarcoidosis is described in a white 
South African male. 

The patient had suffered from a chronic lung affection 
for the past 10 years and for 5 years before admission to 
hospital he complained of generalized glandular enlarge- 
ment, dysphagia, loss of weight and general malaise. 

On examination there were atrophic skin lesions on 
the forehead and neck and considerable enlargement of 
the axillary and inguinal glands. Radiograms of the 
lungs showed widespread bilateral fibrotic changes to- 
gether with enlargement of the hilar glands. Swallowed 
barium showed a partial obstruction of the oesophagus 
due to pressure by the mass of hilar glands. 

Histological examination of a lymph node and of a 
skin lesion revealed the epithelioid follicles and giant 
cells of sarcoidosis. 

Treatment with cortisone caused a marked diminution 
in size of the enlarged glands and skin lesions within 
2 weeks. There was also a well-marked improvement 
in the patient's general condition and, although no 
radiological improvement in the lung lesions could be 
demonstrated, his maximal breathing capacity showed 
a distinct increase. 


Ek is dank verskuldig aan Dr. P. J. Kloppers vir sy aan 
moediging met dic publikasie van hierdie geval 


VERWYSINGS 
Longcope, W. T. en Freiman, D. G. (1952): Medicine, 31, 


Horwitz, M. (1948): S. Afr. Med. J., 22, 21 
Suzman, M. M. (1953): /hid, 27, 195. 
. Siltzbach, L. E. (1982): Amer. J. Med., 12, 139 


ABSTRACTS 


INFANT Mortatity THROUGHT THE Worip 


Epidemiological and Vital Statistics Report, Vol. V1. Nos. 5-6 
(1953). World Health Organization.* 


The stud) published by the World Health Organization covers 


44 countries, territories, or cities. and deals with the develop- 
ment of infant mortality during 1950, 1951 and 1952. Com- 


"See Passing Events p. 804 of this issue. 


parisons are made on the basis of the median rates for the 
period 1928-1938. The decline in infant mortality since pre 
war days can be attributed. among other causes, to the 
improvement of protective measures for both infants and 
expectant mothers which has been brought about in most of 
the countries considered 

The pre-war data quoted in the Report show that 3%, to 
24%, of live-born children, in the various countries, died 
before they were one year old. In 1952, the extreme figures 
had dropped to 2. and 16 From the pre-war period to 
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1952, 
50 


infant mortality in certain countries dropped more than 


Greatest mortality in the first month 

The Report contains a table showing for certain countries 
the development of so-called neonatal mortality, that is to say 
within the first 4 weeks after birth. The comparison of these 
figures with the infant mortality rates of children under the 
age of one shows how precarious is life in the days following 
birth. In 1952, for example, in the 7 countries for which 
the Report gives figures on neonatal as well as infant mor 
tality, out of 100 ghildren who died during the first year, 
25%, to 47 in the various countries, died during the first 
4 weeks after birth 


Winter and summer peaks 

The Report also contains tables on the seasonal distribution 
of infant mortality, which show that the dangerous seasons 
for babies are winter and summer The figures for Switzer- 
land, for example, show that in any year there are peaks, 
one in January, the other in July. The same seasonal increase 
has been recorded particularly in Italy, Spain and Portugal, 
although in these countries, as in Egypt, the number of deaths 
is considerably higher during the summer months. On the 
other hand, in countries such as the United States of America, 
Canada, France, Denmark and Finland, the largest number 
of deaths of children under one year occur during the winter 
months 

It is in these peak months that the drop in infant mortality 
since before the war has been greatest. In Malta, for example, 
comparison between the median rate for the summer month 
of July from 1930 to 1938 and the rate for July 1951 shows 
a drop of 72 although, in 1951, July was the month with 
the highest number of infant deaths. In the United States 
of America, from 1928 to 1938, the month with the highest 
infant mortality was the winter month of January In the 
U.S. also, the rate for January 1952 is considerably lowe: 
than the median January rate for 1928-1938 

These 2 examples show the results obtained by the improve- 
ment of protective measures for the child, and by the develop- 
ment of effective means to combat the two principal groups 
of diseases from which the very young suffer the most: 
diseases of the respiratory system in winter and diseases of the 
digestive system (diarrhoea and enteritis) in summer. 


Effects of the second world war on infant mortality 

In addition to the tables, the World Health Organization's 
Report contains a series of graphs that give striking demon 
stration of how seriously the second world war affected our 
children—a sharp rise in infant mortality, country by country, 
inexorably accompanies the spread of hostilities 

1939: Finland ts the first country to show the rising curve 
of mfant mortality. 

19417: Europe is partially occupied or blockaded, and the 
graphs published in the WHO Report show an increase of 
infant mortality in Denmark, Norway, England and Wales, 
Ireland, and Scotland 

1942: Hostilities spread to the Mediterranean and the curve 
of infant mortality jumps in Egypt, Cyprus, Malta and Italy 

1944: The war enters its decisive phase in Europe, and 
infant mortality reaches unprecedented heights in France and 
in the Netherlands 

1945: In Germany, infant 
the last vear of the war 
the cessation of hostilities 

Another important observation: while infant mortality 
increased during the war in the countries that suffered most, 
the generai decline of infant mortality was not greatly affected 
during the war years in countries far removed from the scere 
of hostilities or where no fighting took place, e.g. Australia 
New Zealand, Canada, the United States of America, Switzer- 
land, and Sweden 


mortality rises steadily 
and reaches its climax shortly 


during 
alter 


Walters, W. (1953): Subtotal 
Syndrome, Arch. Surg., 66, 244 


Walters reviews studies of abnormalities 
function, as related to the 
Cushing's syndrome, 


{drenalectomy for Cushing's 


cortex 
and 
Mayo 


of adrenal 
adrenogenital syndrome 
which were carried out at the 
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Clinic. He pays particular attention to Kepler's suggestion 
of total adrenalectomy for Cushing's syndrome. Since, how- 
ever, the risk of total adrenalectomy seemed too great, sub- 
total adrenalectomy was decided; or 

In a previous report, Walters and associates had discussed 
the results of subtotal adrenalectomy for Cushing's syndrome 
in the 29 cases in which surgical explorations did not reveal 
hyperfunctioning tumors. To date, 17 additional patients 
have been operated on. Whereas there were 6 deaths among 
the 29 patients who were operated on prior to January 1951, 
there has been only one death among the 17 patients who 
have been operated on since then. All the 46 patients pre- 
sented a combination of clinical and laboratory findings which 
were adequate for a diagnosis of Cushing's syndrome, and 
most of the patients had the condition in a severe form 
Many of the patients had psychotic symptoms. 

Of the 23 living patients of the first group of 29 patients, 
19 have had excellent remissions from Cushing's syndrome 
to date. The results which were obtained in the last group 
of 17 patients (S men and 12 women) will be reviewed later 
when more time has elapsed 

The preparation of patients for operation by the administra- 
tion of adrenal-cortex extracts is important. At first, extracts 
of the adrenal cortex prepared by Kendall for intravenous 
administration, besides solutions of sodium chloride and 
sodium lactate, were given for 2 days prior to operation and 
following it. 

In the last 25 cases, cortisone has been used in the place 
of aqueous adrenal-cortex extract in pre-operative and post- 
operative care. The usual practice has been to give 200 
milligrams of cortisone acetate intramuscularly, 48 to 24 
hours before operation, as well as on the morning of the 
operation. In this way, the immediate post-operauve shock- 
like reaction has been averted—with one exception 

In commenting on total or subtotal adrenalectomy, the 
author says that he and his colleagues believe that about 
90 of one adrenal gland should be removed, and total 
adrenalectomy should be performed on the opposite side, 
if satisfactory results are to be expected. With one exception, 
this extensive resection of adrenal tissue was never performed 
in fewer than 2 operative procedures; but it is planned to 
carry out more one-stage operations in the future. 

After subtotal adrenalectomy, patients must be kept under 
constant clinical and chemical surveillance—particularly during 
the period when basal requirements of cortisone or adrenal- 
cortex extract, or both, are being determined. Serum-potas- 
sium and sodium levels shouid be determined. Also reduction 
in the daily doses of cortisone should be studied with the 
utmost caution, and with the realization that the amount of 
adrenal tissue which is allowed to remain may degenerate 
from lack of vascularity, soon after the operation. Hence, 
replacement therapy may have to be continued constantly 


I. Greenfield and J. Reiss. Paroxysmal Ventricular 
cardia: Experience with Quinidine Hydrochloride 


Heart J., 1951, 42, 631.) 


The authors discuss the treatment of ventricular tachycardia. 
the appearance of which in patients with structural heart 
disease may lead to a fatal outcome by supervening conges- 
tive failure 

hey succeeded in 


Tachy- 
(Amer 


recording electrocardiographically the 
change over into a sinus-rhythm following the intravenous 
use of quinidine. In doing so they injected 600 mg. quinidine 
hydrochloride and 15 antipyrine in a sterile solution of 
urea intravenously. Within 53 seconds sinus-rhythm was 
restored after a brief period of systole. 

The authors state that ventricular tachycardia may develop 
in normal hearts: however, it is mainly a manifestation of 
organic heart disease in muscle previously damaged by myo- 
cardial infarction, hypertension, rheumatic fever or digitalis 
intoxication 

The diagnosis of ventricular tachycardia is really made on 
the electrocardiogram. 

The authors re-affirm the beneficial effect of quinidine, 
given orally or parenterally, and like Armbrust and Levine 
(Circulation, Vol. 1, January 1950) confirm that quinidine 
remains the most valuable drug in ventricular tachvcardia. 
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Relliet 


from allergy... 


BENADRYL, probably one of the most potent 

histamine antagonists, has proved to be of great value in 
the treatment of hay-fever, urticaria, vasomotor rhinitis, 
angio-neurotic oedema and, in the majority of cases, 

gives long looked-for relief in the skin infections and 
pruritic conditions associated with allergy. The Parke Davis 
range of products which include Benadryl provide for oral 
administration, topical and ophthalmic application and a 
solution for injection where, in acute allergic 


conditions, rapid action is required. 


BENADRYL 


4 SUCCESSFUL ANTI-HISTAMINE 


HOUNSLOW - MIDDLESEX 


| Parke, Davis & Company Ltd. nc usa) 
| ENGLAND 


‘[p): FURTHER INFORMATION FROM ANY BRANCH OF LENNON LTD. 
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“ 
BENADRY Af Lt x 
BENADRYL ELIXIf 
BENADRYL CREAM hy 
BENADRY PHTHAIM 2 
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AMINACYL-GRANULATE 


A tasteless highly concentrated form of 
P.A.S. 

100 gm. of AMINACYL-GRANULATE 
contains 85 gm. anhydrous calcium salt 
of p. aminosalicylic acid (—75”,, free acid 
calcium) 

Provides a valuable source of readily 
assimilable calcium as an adjunct in the 
treatment of tubercolosis. 


Packings: 100 gram and 400 gram 


The antacid with anaesthetic, spasmo- 
lytical and anti-exudative properties. Con- 
tains: Alucol in powder form (0-75 gm.); 
papaverine hydrochloride (0:02 gm.); dry 
extract of belladonna Ph.H.V. (0-01 gm.); 
ethyl paraminobenzoate (0:02 gm.). 
Packing: €0 tablets 


Symptomatic treatment of bronchial 
asthma. Contains the following active 
substances: Allobarbital (0-03 gm.); ephe- 
drene hydrochloride (0-015 gm.); caffeine 
(0-10 gm.); theophylline-ethylenediamine 
(0-15 gm.); extract of ipecac (0:02 gm.). 
Tubes of 20 tablets & Bottles of 100 


South African Distributors: 


WESTDENE PRODUCTS (PTY.) LTD. 


22-24 Essanby House, 175 Jeppe St., Johannesburg, P.O. Box 7710, Phone 23-0314 
CAPE TOWN: 21! CTC Buildings, Corporation Street Phone 2-2276 
PRETORIA: 222 Central House, Central Street - - Phone 3-3487 
OURBAN: Alliance Buildings, Gardiner Street - - Phone 2-4975 
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South African Medical 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAI 


ANTICOAGULANT THERAPY 


Anticoagulants are widely used to-day for a number of 
conditions. They are believed not only to prevent the 
formation and propagation of clots, but actually to aid 
in the disintegration or digestion of clots': the general 
contra-indications are well Known. As a newer indication 
for caution may be mentioned the care required in deter- 
mining the dose when large doses of gut-sterilizing anti- 
biotics are being used at the same time. 

Following the Report of the American Heart Associa- 
tion: it has clearly been shown that coronary 
thrombosis heparin, dicumarol and the newer = anti- 
coagulants are of value in reducing the incidence of 
thrombo-embolic complications and the mortality resulting 
trom them. 

While there seems little doubt that in patients who are 
severely ill the anticoagulants have an important place in 
treatment their routine use in all cases of coronary 
thrombosis is more difficult to justify... The employment 
for mild attacks of the disease does not 
appear desirable since the anticoagulant has become one 
of the most common causes of deaths from drugs.' Many 
physicians are in difficulty with regard to the use of 
anticoagulants. Some feel obliged to give them to every 
patient with myocardial infarction, because of 
personal conviction of the value of the drug or because 
of information they have read. Some use the drug because 
their colleagues do so. Some give the drug because the 
patients expect to receive it. However, as with any other 
drug, anticoagulants are indicated only in certain well- 
defined circumstances. 

In an evaluation of anticoagulant therapy Wright! con- 
siders that to use anticoagulants only for patients who are 
severely il] at the onset of myocardial infarction 1s not 
justified, because in apparently mild attacks the future 
course 1s difficult or impossible to predict with certainty. 
Smith and his and many 
the use of anticoagulants in all cases of myocardial infare- 
tion provided the patient is in the careful 
competent physician or in a hospital where there is a 
proper anticoagulant service, and barring specific contra- 
indication. 

The outlook tor any patient depends on the presence or 


of dicumarol 


acute 


associates others recommend 


care of a 


|. Wright. L. 8S. (1953): Amer. J. Med., 14, 720 

2 Wright. L. S.. Marple. C. D.. and Beck. D. F. (1948) 
Amer. Heart J.. 36, 801: (1948): J. Amer. Med. Assoc... 138, 
1074 
Editorial (1953): Amer. J. Med... 14, 651 

+ Klaxman, N. (1951): J. Amer. Med. Assoc.. 147, 377 

5. Smith, F. J.. Keyes, J. W. and Denham, R. M. (1951) 


Amer. J. Med. Sci.. 221, SOR 
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VAN DIE REDAKSIE 

ANTIKOAGLULERINGTERAPIE 
Antikoagulante word vandag baie gebruik vir ‘n aantal é 
toestande. Dit word aanvaar dat hulle nie slegs die 
vorming en verspreiding van klonte verhoed nie, maar 
werklik met die ontbinding en vertering van klonte help ': : 
die algemene kontra-aanduidings is welbekend. As ‘n 


nuwer aanduiding vir versigtigheid kan melding gemaak 
word van die sorg wat vereis word met die bepaling van 


die 


dosis wanneer groot dosisse van antibiotiese derm- 


Stertlisasiemiddels terselfdertyd gebruik word. 


Association - 


op die verslag van die American Heart 
was dit duidelik getoon dat heparien, 


Volgende 


dikumarol en die nuwer antikoagulante by kroonslagaar- 
trombose van waarde is met die vermindering van trombo- 


emboliese homplikasies en die sterftes wat daarop volg. 


antikoagulante ‘n belangrike plek inneem by die behande- 
ling van pasiénte wat ernstig siek is, 1s die roetinegebruik 
daarvan by alle gevalle van kroonslagaartrombose moet- 
hiker om te regverdig.” 
ligte aanvalle van die siekte lyk nie wenslik nie, want die 
antikoagulant het een van die mees algemene oorsake van 
Sterftes aan verdowingsmiddels geword.' 
bevind hulle in moeilikheid ten opstigte van die gebruik 
van antikoagulante. 
elke pasiént met ‘n akute miokardiale infarct te gee weens 
persoonlike oortuiging van die waarde van die middel of 
weens inligting deur literatuur verskaf. 
die middel omdat hulle kollegas dit doen. 
die middel omdat die pasiénte verwag om dit te kry 


Terwyl dit voorkom of daar min twyfel bestaan dat die 


Die gebruik van dikumarol vir 


Baie imnternisse 


Sommige voel verplig om dit aan 


Sommige gebruik 
Sommige gee 


Nietemin is dit, net soos met enige ander middel, slegs 


onder sekere duidelik omskrewe omstandighede dat die ev G 


gebruik van antikoagulante aangedui word. 


Wright 


In ‘n waardebepaling van antikoaguleringterapie meen 
dat om antikoagulante slegs te gebruik vir 


pasiénte wat met die aanval van ‘n miokardiale infarct 
ernstig siek is nie geregverdig is nie, want by skynbaar 
ligte aanvalle is dit moeilik of onmoonthk om met seker- 


heid die verdere verloop daarvan te voorspel. 
sy 
antikoagulante aan by alle gevalle van ‘n muiokardiale 
infarct, met dien verstande dat die pasiént in die sorg 1s 


Smith en 


medewerkers en baie andere beveel die gebruik van 


van ‘n versigtige en bedrewe internis, of in ‘n hospitaal is 


Waar 


daar behoorlike antikoagulantediens 1s, en 


behoudens spesifieke teen-aanduidings. 


Die vooruitsig vir enige pasiént hang af van die aan- of 


Wright. 1. S. (1983): Amer. J. Med., 14, 720 


Wright, I. S.. Marple, C. D. en Beck, D. F. (1948): 
Amer. Heart J.. 36, 801; (1948): J. Amer. Med. Assoc., 138, 
1074 


Van die Redaksic (1953): Amer. J. Med.. 14, 651. 


Flaxman. N. (1951): J. Amer. Med. Assoc., 147, 377 
Smith, F. J.. Keyes. J. W. en Denham, R. M. (1951) 
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absence of a variety of factors and signs and symptoms 
which have not received adequate consideration in many 
of the earlier reports. Many physicians feel that the 
routine use of anticoagulants is inadvisable. The need for 
evaluation of the anticoagulant agents in myocardial 
infarction within a framework of * prognostic categories 
is being emphasized.” 

Another risk that has been introduced in acute coronary 
thrombosis * arises out of the rushing of patients to 
hospital shortly after the attack in order to institute 
treatment without delay despite the fact that the highest 
this disease first 48 hours 
Ihese early deaths, due to ventricular fibrillation, shock 
or congestive heart failure, cannot be prevented by anti- 
coagulant drugs. In most cases any treatment considered 
necessary can be started at home and the patient can be 
removed to hospital when the critical period has passed 
This will avoid hurrying the patient through ambulance 
and office to the psychological trauma of hospital, placing 
him in an oxygen tent even though the gas is unnecessary, 


death rate in occurs in the 


and puncturing him repeatedly for prothrombin and 
coagulation tests. 
6. Furman, H. ef al. (1953): Amer. J. Med., 14, 681 
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afwesigheid van ‘'n verskeidenheid van faktore en tekens 
en simptome, wat in baie van die vroeére verslae nic 
voldoende oorweging geniet het nie. Baie internisse voe! 
dat die roetinegebruik van antikoagulante onraadsaam is 
Die noodsaaklikheid vir die waardebepaling van die anti 
koagulantemiddels by ‘n miokardiale infarct binne die 
raamwerk van ,prognostiese kategorie’ word benadruk 

Nog ‘n gevaar wat met akute kroonslagaartrombose 
trotseer word, spruit uit die haas waarmee pasiénte kort 
na die aanval na die hospitaal vervoer word, ten einde 
sonder versuim met behandeling te begin, ondanks die 
feit dat die hoogste sterftesyfer aan hierdie siekte binne 
die eerste 48 uur voorkom. Hierdie vroeé sterfgevalle, te 
wyte aan kamertrilling, skok of kongestiewe hartverlam 
ming kan nie met antikoagulantemiddels verhoed word 
nie. In die meeste gevalle kan enige behandeling wat 
nodig geag word, tuis begin word, en die pasiént kan na 
die hospitaal geneem word wanneer die kritieke tydperk 
verby is. Dit sal verhoed dat die pasiént deur die ambulans 
en kantoor aangejaag word na die psigologiese kwetsing 
van die hospitaal waar hy in ‘n suurstoftent geplaas word 
selfs as die gas onnodig is, en herhaaldelik vir protrom 
bien- en koagulastetoetse geprik word 


6. Furman, R. H. er al. (1953): Amer. J. Med. 14, 681 


SERUM PROTEIN-BOUND IODINE (PBI) IN THYROID DISEASE 


B. ML BroompBerG, M.D... B.Sc 


(Hons.), D-T.M. & H. (Ranb), D-C.P. (Univ. 


and 


F. Lazarus 


B.S« 


Johannesburg 


lide ad 


(C or 


Some of these results are worthy ot more detailed com- 
ment 

Case No. 1. The discrepancy between the normal PBI 
and high '*'I uptake suggested that one or other of these 
results was due to technical error. In view of the slight 
nodular enlargement of the thyroid gland and the presence 
of an apparent anxiety state, hyperthyroidism appeared a 
reasonable diagnosis, and the normal PBI value appeared 
to be due to technical error. However, the normal B.M.R 
result and the follow-up of this patient are not in favour 
of hyperthyroidism. Treatment with thiouracil produced 
no improvement in the clinical state. (In fact, this patient 
developed an agranulocytosis, and was seriously ill follow- 
ing therapy.) Further investigation of this case has led 
to a diagnosis of chronic amoebiasis, and the anvxiets 
symptoms have cleared on anti-amoebic treatment. The 
nodular enlargement of the thyroid has persisted, and it is 
therefore suggested that this may be due to iodine deti 
ciency. This appears to be the only explanation which 
can harmonize a goitrous enlargement. a normal PBI and 
a high uptake 

Case No, 12. This patient was considered to be thyro- 
toxic despite the normal serum PBI level. The lack of 
anv real response to therapy with § millicuries of radio- 


from page 773.) 


iodine, which could be considered adequate in this case 
(since if thyrotoxicosis was present, the clinical picture 
the B.M.R. and '*'I tracer tests indicated only a mild 
degree of hyperthyroidism) throws some doubt on the 
clinical diagnosis. Seven weeks later, the B.M.R. was plus 
21% and an **'I tracer test gave almost an identical result 
with the previous determination. In view of the enlarged 
thyroid gland of this patient and the occurrence of endemic 
goitre in the environment of Louis Trichardt, where she 1s 
resident, the alternative diagnosis of iodine-deficienc 
goitre again appears in our view to be a reasonable one 
It has the additional virtue of harmonizing the low, norma! 
PBI and the somewhat raised radio-iodine uptake. Furthe 
reference to this case is made below. 

Case No. 14. This patient was undoubtedly thvrotoxic 
This case is mentioned here because of the possibility that 
cortisone markedly increased the degree of hyperthyroid 
ism, after its use for the control of a generalized dermatitis 
developing during treatment of an intercurrent thrombo 
phlebitis. Three months before the PBI estimation was 
done the B.M.R. was only plus 22% and an ‘*'T tracer test 
showed 38°. uptake after | hour, 70°, after 24 hours, and 
a conversion ratio of 77°. 

Case No. 18. This patient 


Was a boy 


aged 3 


years 
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diagnosed as nephrosis. He showed a massive albuminuria, 
hypoalbuminaemia and hypercholesterolaemia. Emerson 
et al. (1951) reported that serum PBI levels in 4 adolescent 
and young adult patients with nephrosis were very low. 
They concluded that the metabolic orientation of the 
nephrotic patient was in the direction of fat conservation, 
and to this end the circulating thyroid hormone is 
decreased. The serum PBI was, therefore, estimated 
in this patient and the result confirms the findings of 
Emerson et al. It is of interest also to record that during 
the course of illness the PBI decreased to less than 1 

g.’,, and after recovery fo'lowing cortisone and ACTH 
returned to a level of 7.4 «g.°.. This again is in agree- 
ment with Emerson ef al. This case is being reported in 
detail elsewhere (Medalie and Bloomberg—41953)), with a 
discussion of possible explanations of this phenomenon 

Case No. 24. The sudden development of severe diabetes 
in a patient previously mildly diabetic appears to have 
precipitated thyrotoxicosis. It is suggested that excessive 
production of suprarenal steroids may have been respon- 
sible for this effect (compare Case No. 14), since an 
increase in severity of diabetes has been correlated with 
suprarenal activity. McArthur er al. (1950) have shown, 
tor example, that the onset of coma in diabetes is asso- 
ciated with an increased excretion of corticosteroids in the 
urine. 

Case No. 31. Vhe slight ditfuse enlargement of the 
thyroid gland is to be associated with the goitrogenic effect 
of thiouracil. The radiologist considered that the dis- 
crepancy between the high '*'l uptake and the low PBI 
and B.M.R. values may have been due to the long period 
ot thiouracil therapy leading to iodine starvation. This pos- 
sibility must also be considered in Case No. 2, where again 
discrepant normal PBI and high ‘*'I results were obtained. 

Case No. 41. This patient clinically appeared moderately 
thyrotoxic, and the low serum PBI result (confirmed on 2 
ditferent specimens) may be due to technical error. The 
possibility that this patient suffered from an anxiety state 
cannot, however, be excluded, since there has been no 
loss of weight and no apparent deterioration clinically 
after 2 months without treatment. 

Case No. 60. This patient showed all the classical fea- 
tures of thyrotoxicosis, and had been on Lugol's iodine for 
tpproximately 6 weeks when first seen by the referring 
surgeon. A serum PBI estimation was done after the 
patient’s 1odine medication had been stopped for 3 days 
to exclude a possible erroneously high result due to cir- 
culating inorganic iodine. The surprising result of 6.0 
micrograms PBI was obtained (mean of two determina 
tions). In view of this apparently anomalous finding, the 
remainder of this serum was stored in the frozen state and 
arrangements made for the patient to return for a further 
PBI estimation and a B.M.R. determination. This was done 
two weeks later. during which period no iodine medication 
was given, and the results shown in Table II were obtained. 
When this second PBI estimation was carried out, the 
PBI of the first specimen of serum was simultaneously 
determined. The first specimen showed a PBI level of 
7.6 «g.%, and the second 21.5 «g.” , both the results being 
the mean of two separate determinations. Since the high 
normal PBI level of the first specimen was obtained 4 
times. we feel that technical error does not explain the 


difference between the estimations Woltl and 
Chaikotf (1948 a, b) have shown that the level of inorganic 
iodide in the blood of the rat is an important factor in 
regulating thyroid hormone formation. Their experiments 
support the possibility that the iodine medication in this 
case has depressed the formation of thyroid hormone by 
the hyperplastic, toxic thyroid gland at the time of the 
first esumation. According to the homeostatic mechani- 
ism postulated by Wolff and Chaikotff, excessively high 
levels of plasma inorganic iodine inhibit enzymatic forma- 
tion of the hormone in the thyroid gland. This mechan- 
ism would of course help to explain the well-known fact 
that iodine medication reduces the degree of toxicity in 
patients with hyperthyroidism. However, Raben and 
Astwood (1949), who also discuss the significance of the 
inhibitory effect of iodine, mention several difficulties in 
the interpretation of this experimental finding 


DISCUSSION 

A study of the results presented shows a reasonable cor- 
relation of serum PBI with the clinical diagnosis. Even 
in those cases, however, where the clinical assessment, 
PBI, B.M.R. and ''I results are in agreement, these do not 
often parallel one another in a quantitative manner. This 
is hardly surprising since the information provided by these 
various studies are fundamentally quite different. A brief 
discussion of these differences will illustrate this point and 
will be used as a background against which the results 
obtained can be evaluated. 

The uptake of radioactive iodine by the thyroid vland 
measures the turnover of iodine in the gland—that is, it is 
4 measure of the functional activity of the gland. In 
hyperthyroidism the uptake is high. However, the uptake 
has also been shown to be high in the iodine-deficient 
thyroid gland which is hyperplastic as a result of the 
deficiency’s producing a decrease in the synthesis of thyroid 
hormone (Stanbury ef al.—1952; Money et al.—1952). 
Here the deficiency may actually lead to a goitrous en- 
largement of the gland (e.g., endemic goitre). 

Malherbe and Osburn (1951) state that they are con- 
vinced that endemic goitre is sufficiently widespread in 
South Africa to warrant fuller investigation and adequate 
treatment. Malherbe (1952) also reviews the literature on 
the incidence of endemic goitre in South Africa. Whereas 
Johannesburg is not an area where endemic goitre occurs, 
no evidence is at present available to show whether or not 
there is any iodine-deficiency here. Such conditions may 
produce lesser degrees of hyperplasia of the thyroid gland 
insufficient for obvious goitre development but sufficient to 
result in low normal PBI levels. This point requires fur- 
ther investigation, since it may be a contributory factor 
in explaining the marked !!I uptakes with relatively lesser 
increases in the serum PBI levels in some of the patients 
where both these investigations have been recorded. Figure 
3 clearly shows that whereas the PBI and B.M.R. estima- 
tions appear to correlate reasonably well, the '*'I uptake is 
in many cases considerably higher than the PBI level. In 
cases | and 12 in particular, this appears to be the only 
alternative explanation to possible technical errors. Case 
12 could in fact be considered to have an * endemic goitre ’. 
Further, in hyperplasia due to goitrogens, or antithyroid 
drugs, the uptake may also be high. The difference is, 
however. that whereas in iodine-deficiency there is a rapid 
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elaboration of I into radioactive thyroid hormone, this 
does not occur so readily with thiouracil compounds, 
which block the conversion from inorganic iodine to 
organic, protein-bound iodine, or with resorcinol com- 
pounds, which appear to compete with iodine, as postu- 
lated by Bull and Fraser (1950). In cases 2 and 31, treated 
for long periods on thiouracil compounds, a similar high 
uptake of '*'I with a low normal PBI 1s present. 

In contrast to '*'I uptake, the estimation of the serum 
PBI is a measure of the amount of hormone actually 
secreted by the thyroid gland. \n hyperthyroidism, the 
level of PBI is high, whereas in iodine-deficiency it is not 
raised. In a series of 118 clinically euthyroid patients in 
Mendoza, Argentina, an area of iodine-deficiency, Stan- 
bury ef al. (1952) found many cases with an '*'T uptake 
over 60% of the administered dose within 48 hours. In 
65 of these patients, however, the PBI levels were below 
normal only in 4. This observation is in keeping with the 
finding that none of these patients presented any con- 
vincing clinical evidence of reduced thyroid function. It 
is suggested that an increased secretion of thyrotropin by 
the anterior pituitary gland in response to a low iodide 
level in the serum produces hyperplasia of the thyroid 
gland, the hyperplastic gland then manufacturing sufficient 
thyroid hormone to raise the serum PBI level to normal 
despite the insufficient iodine supply. In rats on an iodine- 
deficient diet Money, Rall and Rawson (1952), however, 
showed a fall in the level of serum PBI which appeared 
to be related to increased growth of the thyroid, an in- 
creased '"'I uptake by the thyroid, and a decreased level 
of thyroid iodine and of serum inorganic iodine. These 
studies illustrate methods whereby the problem of todine- 
deficiency and endemic goitre in South Africa could be 
followed up, preferably with simultaneous serum and 
urine PBI and inorganic iodine determinations and assays 
of thyrotropic hormone. 

It must be emphasized that neither of the above methods 
for assessing thyroid function supplants the determination 
of the basal metabolic rate, as Cope (1952) points out. 
Cope’s statement that ‘these two methods, with the basal 
metabolic rate, which measures oxygen consumption (and 
therefore the final rate of hormone action on the tissues), 
give three sequential views of the secretory activity of the 
thyroid gland* sums up very clearly the complementary 
nature of these three different procedures. They have 
extended the physician's opportunities for studying the 
function of the thyroid gland in its normal and diseased 
states. With proper care and attention to detail, adequate 
preparation and sedation of the patient to ensure as far as 
possible a ‘basal’ state, and preferably more than one 
determination, the B.M.R. provides useful information, and 
is less expensive and cumbersome than the other proce- 
dures. An editorial in the Lancet (1951) stresses all the 
many practical difficulties of the B.M.R. test, and considers 
that few, except yogis, can achieve the mental detachment 
necessary for such a state of suspended animation. Though 
we are not very impressed with this point of view, never- 
theless there are two other, very real. difficulties. The 
first is that the B.M.R. tells us the patient’s oxygen con- 
sumption only in relation to the average normal. It fails 
to tell us his oxygen consumption in relation to his own 
normal value. This point gains additional significance in 


our view, since we are of the opinion that the average 
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normal individual in Johannesburg has a B.M.R. usually 
on the minus side of zero, and often as low as minus 10 
to minus 15%. This feature may again be explained on 
the basis of a relative iodine-deficiency. The second 
objection to the B.M.R. estimation is that since oxygen is 
used by all the cells of the body, and its use reflects their 
activity, many abnormalities other than thyroid disorders 
can cause the B.M.R. to be outside * normal limits °. These 
features are clearly shown in Means’s (1950) tables of the 
laboratory findings in certain thyroid diseases and in the 
non-thyroid disorders which must be considered in the 
differential diagnosis of hyperthyroidism and hypothyroid- 
ism. Figure 3, however, shows that in the series studied 
here there is, in general, good agreement between PBI 
estimations and B.M.R. determinations. The advantage ot 
studying both would, therefore, appear (a) to provide 
independent confirmations of the accuracy of the clinica! 
diagnosis, and (+) to differentiate hyperthyroidism from 
hypermetabolism without thyrotoxicosis, and hypo- 
thyroidism from non-myxoedematous hypometabolism. 
The PBI and B.M.R. values in cases Nos. 20, 34, 44, 45 
and 59 were of particular value in this way. 

Considerable emphasis has been laid in the past on the 
correlation of serum lipid fractions, particularly cholesterol}. 
with thyroid disease. Bartels (1950) concludes that should 
one be limited to one diagnostic test for hyperthyroidism 
and one for myxoedema, the B.M.R. should be selected for 
the former and plasma cholesterol for the latter. However. 
Peters and Man (1950), after comparing serum PBI and 
cholesterol values in a large series of patients with and 
without disorders of thyroid function, conclude that 
cholesterol is of no help in detecting overactivity of the 
thyroid, and that although it rises in outspoken uncomph- 
cated hypothyroidism, its concentration is not correlated 
with the degree of thyroid deficiency. Rosenman er ail. 
(1952) claim to have shown that the underlying fault in 
cholesterol metabolism in the hyperthyroid state is one in 
which an increase occurs, not only in the rate of manu- 
facture, but also in the rate of excretion and destruction 
of cholesterol, and that the converse occurs in the hypo- 
thyroid state. However, the lack of specificity for thyroid 
disease, and the wide variation in normal individuals. 
reduce the value of cholesterol determinations considerably. 
although the level of cholesterol does appear to have some 
value in the diagnosis of hypothyroidism in children. In 
Table II it can be seen that the plasma cholesterol was 
raised in most of the few cases of hypothyroidism studied. 
whereas in cases of hyperthyroidism, the determination was 
of no value. 

SUMMARY 


1. The significance of the blood iodine, the protein- 
bound fraction (PBI) of which appears to be identical with 
the thyroid hormone, is discussed, and the results recorded 
in 60 patients and 10 normal subjects. An attempt has 
also been made to correlate these findings with the 
basal metabolic rate and the radioactive iodine uptake 
where these studies were also carried out. 

2. Slight modifications in the method described by 
Barker er al. (1951) are described. These were necessitated 
since all batches of hydrochloric acid available to us were 
found unsuitable. The method was found quite suitable 
for a clinical laboratory. 
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3. The range for serum PBI was found in normal 
subjects to be 2.2.6.8 ug... and in euthyroid patients 
2.0-7.7 ug In hypothyroid patients the range was 
0.62.2 «g.°., and in hyperthyroid patients 6.7-24.0 «g.° 


4+. A study of the results presented shows a reasonable 
correlation of serum PBI with the clinical diagnosis 
Even in those cases, however, where the clinical assess- 
ment, PBI, B.M.R., and '*'I results are in agreement, these 
do not often parallel one another in a quantitative manner. 
This is hardly surprising since the information provided 
by these various studies are fundamentally quite different 


5. There is good agreement between PBI estimations 
and B.M.R. determinations, The advantage of studying 
both would therefore appear (a) to provide independent 
confirmations of the accuracy of the clinical diagnosis, and 
(b) to differentiate hyperthyroidism from hypermetabolism 
without thyrotoxicosis, and hypothyroidism from non- 
myxoedematous hypometabolism. 


6. It is suggested that the lack of correlation between 
PBI and '*'I uptake in some of the cases studied may be 
due to the occurrence of iodine deficiency. Endemic goitre 
in South Africa has been reported by previous investi- 
gators, It is considered that the lower range for serum 
PBI in the normal subjects studied supports this conten- 
tion 


Our thanks are due to the several physicians, surgeons and 
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recorded on their patients, and for furnishing us with the 
clinical notes and clinical assessments, which we have 
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ready co-operation during the above period of study and for 
his permission to record most of the Radio-active lodine 
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S. N., an Indian male aged 28 years, was admitted to the 
King Edward VIII Hospital, Durban, on 1S December, 
1952, suffering from epilepsy, headaches and mental 
deterioration 


Histor, 


In 1943, while employed in the building trade, he fell otf 
scaffolding on which he had been working. The patient 
could not remember the event, but he was told subse- 
quently that he had been unconscious for about 2 hours. 
He was admitted to another hospital, where he was 
detained for about 3 months. On discharge he returned 
to work and was apparently quite well for a period of 6 
months. He then developed fits, which have continued 
unabated, averaging 3 to 4 a month. These attacks have 
started in the left hand and have then become generalized, 
whereupon he has lost consciousness for a few hours. 
During these episodes he has bitten his tongue and other- 
wise injured himself, and has often micturated and passed 
faeces involuntarily. Since the onset of the fits he has 
sulfered from frequent headaches which have involved 
mostly the right temporal region, but have occurred also 
over the left side of the head. Owing to the deterioration 
in his health he relinquished his post in the building trade 
in 1944 and since that time has only worked occasionally 
doing general duties in an hotel. For some time he had 
been receiving treatment at a health centre, but had 
recently begun to show increasing signs of mental derange- 


ment with anti-social tendencies. He was _ therefore 
referred to this hospital for further investigation. There is 
no family history of epilepsy 

Clinical Examination 
The patient showed definite mental retardation. A few 


veins were seen over the right frontal region of the scalp 
whereas there were none to be noticed on the left. There 
was a pronounced systolic bruit by auscultation over most 
ot the skull on admission, but this later was heard over 
the right temporal region only. Palpation of the right 
carotid artery revealed a marked thrill. The pulse was of 
normal volume and the rate was 72 per minute. The 
blood pressure was 124/84 mm. Hg and there was no 
clinical evidence of cardiac enlargement or left ventricular 
hypertrophy 

Examination of the central nervous system revealed no 
abnormalities in the cranial nerves and ophthalmoscopy 
was normal. The power and tone of the limbs were normal, 
though the reflexes were very brisk. Patellar and ankle 
clonus was absent and the plantar reflexes were flexor 
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There was some questionable ataxia in the left upper limb, 
the patient performing the finger-nose test rather clumsily. 
There was no ataxia in the other limbs and no rombergism 
As far as it was possible to test sensation, this was 
normal. 


Progress 


On the morning of 19 December the patient had 3 fits in 
rapid succession and became unconscious for 4 hours. 
These fits were seen by the nursing staff, who stated they 
were generalized from the beginning. He was treated 
with phenobarbitone gr. | t.d.s., but again on the morning 
of 25 December he had fits which were observed by the 
house physician, who was in the ward at the time. He 
reported that there was first twitching of the left hand 
and then of the whole arm. The fit became generalized 
within a few seconds and the patient lost consciousness. 
The first convulsion was followed by 3 more of a 
generalized nature and the patient did not regain con- 
sciousness for 2 hours. He was subsequently given 
phenytoin gr. I} tds. as well, and no further fits were 
observed over the next 6 weeks, while he was in hospital. 
When the possibility of surgical removal of the growth 
was broached to the patient, he declined operation. 


Special Examinations 

Blood Count 

Hb. 14 gm. 100°. Packed Cel! 
Corpuscular Hb. Concentration 30 

White Cells 3,000 per cmm 

Polymorphs 53 

Lymphocvtes 43%. 

Monocytes 1 

Eosinophils 3 


Volume 46%. Mean 


Cerebro-Spinal Fluid 
Pressure: 230 mm. water 
normal response 
Globulin: moderate increase 
Cells per ¢mm.: Erythrocytes 
Lymphocytes 
Polymorphs 
Chlorides as NaCl: 710 mgm 
Protein: 250 mgm 
Wassermann reaction 


The Queckenstedt test gave a 


negative 


Blood Wassermann Reaction—negative. 


Radiological Examination 


1. Chest. The lungs were clear. The heart size was 
within normal limits. 
?. Skull. The lateral view (Figs. 1A and 1B) showed 


extensive vascular markings. pooling to form what was 
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assumed to be a venous lake with serpiginous margins, in 
the squamous part of the right temporal bone. An 
abnormally large translucent channel extended posteriorly 
from this region to the occipital bone. In the right lateral 


Fig. la. Lateral view Skull vascular 


markings. 


showing Temporal 


Fig. 7b. Enlargement of lateral view to demonstrate vascular 
impressions and calcification. 


view, numerous small flakes of calcium were present in 
the area of temporal translucency, and also to a lesser 
extent along the course of the translucent channel already 
commented on. The structure of the calcification appeared 
to be purposeful in nature, having a definite curvilinear 
shape, an appearance suggestive of nail clippings, some 
isolated and some united. The pituitary fossa was of 
normal depth but showed an unusual antero-posterior 
length. The posterior clinoids were neither eroded nor 
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decaleitied. Ihe postero-anterior view contirmed the 
presence of the abnormal right temporal translucency, but 
showed no other abnormality. The basal view showed 
an enlarged foramen spinosum on each side. On _ the 
right side the foramen ovale and foramen spinosum 
were confluent, presumably owing to marked enlargement 
of the middle meningeal artery. 

Conclusion. The appearance was unlike calcification in 
a subdural haematoma and was far more suggestive of an 
intracranial angiomatous malformation. Angioencephalo- 
graphy was suggested. 

3. Angiovencephalography. This was carried out with 
surgical exposure of the internal carotid artery. A lateral 
and antero-posterior series were taken. A_ general 
anaesthetic was found to be required. The findings were 
as follows. 

LATERAL SERIES, 10 c.c. 35%, Pyelosil: 

First Film, Half-way through Injection (Fig. 2). 


Fig. 2. First film lateral series Angioencephalogram. 


(a) Filling of an internal carotid artery rather larger 
than average and slightly tortuous. (b) Filling of the carotid 
syphon up to the bifurcation into the anterior and middle 
cerebral groups of arteries. (c) Filling of the posterior 
communicating arteries and commencement of _ the 
posterior cerebral artery. 

Second Film, 2 Seconds (Fig. 3). 

(a) Complete filling of the internal carotid artery. (b) 
Bifurcation at a normal level into two dilated and tortuous 
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lig. 3. Second film lateral series Angioencephalogram 


The superior vessel was thought to be an abnormal 
anterior cerebral artery. It curved posteriorly in an are 
far smaller than that of a normal anterior cerebral artery 
and merged with an area of opacified, convoluted, and 
partly confluent group of vesse's. The lower branch. 
presumably the main middle cerebral vessel. was almost 
immediately lost in a similar gross mass of convoluted 
vessels. (c) The main mass of these vessels occupied the 
squamous part of the temporal region and were of varying 
calibre. The malformation tailed off towards the occipital 
region. (d) More complete filling of the posterior com- 
municating vessels and the posterior cerebral trunk, the 
latter extending posteriorly to supply a 
siderable size to the malformed mass of vesssels. 
Third Film, 4 Seconds (Fig. 4) 


(a) Residual filling of the internal carotid up to the base 
of the skull and retrograde flow into the common carotid, 
and extension for a short distance upwards into the 
external carotid. (b) Almost complete emptying of the 
smaller convoluted the temporal region but 
fairly well-marked filling was still present in the occipital 
group of vessels, presumably arterial in nature. (c) At the 
upper margin of the temporal bone an enormously dilated 
vessel, obviously a great draining vein inclined anteriorly 
and then curved acutely posteriorly upon itself and con 
tinued in a tortuous manner to the sagittal sinus 

Fourth Film, 6 Seconds (Fig. 5) 


vessels 


vessel of con 


vessels in 
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Vig. 4. Third film lateral series Angioencephalogram. 

(a) Residual dye in a grossly dilated termination of the 
great draining vein seen in the previous plate. 

ANTERO-POSTERIOR SERIES. 10 42°, Pyelosil 

First Film, Half-way through Injection (Fig. 6). 

(a) Dilated internal carotid artery and syphon. (b) No 
tilling of a normally-placed anterior cerebral artery. The 
medially-placed vessel at the bifurcation inclined laterally 
to merge with main mass of malformed dye-filled arteries. 
lving on the inner aspect of the squamous part of the 
temporal bone. 

Second Film, 2 Seconds (Fig. 7). 

(a) Residual filling of the carotid and the mass of vessels 
(b) Filling of a large draining vein lying immediately 
beneath the inner table. This extended up to the sagittal 
sinus and unquestionably represented the large vein seen 
in the venous phase of the lateral series 

Conclusion. The appearance ts that of an arterio- 
venous malformation of the right temporal region, the 
arterial supply appearing to arise from the anterior, 
middle and posterior cerebral arteries on that side. The 
lesion is almost certainly of the congenital variety. 
Exclusion of involvement of the calvarium cannot be pro- 
nounced without external carotid arteriography, although 
the enlargement of the foramen spinosum = suggests 
involvement of the middle meningeal artery. 
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fig. S. Fourth film lateral series Angioencephalogram. 


DISCUSSION 


Nature of Lesion. Bergstrand’s ' classification of angioma- 
tous malformations appears to be the most acceptable, and 
is as follows 


(1) Angioma cavernosum 
(2) Angioma racemosum 
(a) Telangiectasia 
(b) Sturge-Weber disease 
(c) Angioma racemosum arteriale 
(d) Angioma racemosum venosum 
(e) Aneurysma arteriovenosum 
(3) Angioblastoma 
(4) Angioglioma 


The lesion in this case, having both venous and arterial 
elements, appears to be an example of arterio-venous 
aneurysmal malformation. Lima’ considers that intra- 
cranial arterio-venous anomalies, with the exception of 
carotico-cavernous and middle meningeal aneurysms, are 
all congenital in nature. He associates this with the fact. 
that, unlike what obtains in parts of the body, major veins 
do not closely accompany major arteries. The possibility, 
therefore, of traumatic or inflammatory arterio-venous 
aneurysms developing is greatly diminished. 

Olivecrona and Riives* in an excellent article quote 60 
proved cases of this kind in a series of 3,206 brain 
tumours. They found calcification in 14%, of their cases 
The nature of the calcification is often characteristic in 
that it is rounded or semi-circular, as in this case. A radio- 
logical diagnosis on this alone is possible, but it should 
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always be contirmed by arteriography. Increased vascular 
markings in the calvarium were found in 20%, of their 
cases and was exceptionally well marked in this case. They 
feel that this finding is probably most marked in lesions 
having a contribution of abnormal vessels from. the 
external carotid circulation. Ray,’ however, considers 
that the pressure of a superficially placed anomaly of 
middle cerebral often the main cause of the 
crenated cranial translucency overlying the lesion. 

The lesion was twice as common in males as in females 
in Olivecrona and Ruives’s series. These authors consider 
that increased intracranial pressure is rare, except with 
large aneurysmal malformations in the posterior fossa, or 
immediately after haemorrhage. The presence, therefore, 
of increased intracranial pressure in our case appeared to 
indicate an unusually large malformation, which was sub- 
sequently contirmed by arteriography. 

Associated subdural haematoma ts difficult to determine 
even with angiography, but the occurrence of sudden 
stupor or hemiparesis in a case with a history of convulsive 
seizures, particularly of the Jacksonian type, should 
raise the suspicion of leakage from a vascular anomaly. 
Voris' reports a case of this nature. 

Methods of Diagnosis. The diagnosis of congenital 
intracranial arterio-venous aneurysms of the brain cannot 
be made with certainty, on clinical grounds alone. How- 
ever, under certain circumstances their presence may be 


vessels 1s 


- 


Fig. 6. First film Antero-Posterior series Angioencephalo- 
gram. 
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Strongly suspected. A systolic bruit 1s highly suggestive, 
but occurs occasionally also in saccular aneurysms and 
very vascular meningiomas. Moreover, it is heard in only 
about 20% of cases. Epileptic fits, particularly of Jack- 
sonian type, with episodes of intracramal haemorrhage, 
intracerebral or subarachnoid, is almost pathognomonic. 
but can occur with saccular aneuryms. The finding of an 
arterio-venous aneurysm of the retina on ophthalmoscopy 
would raise the suspicions of a concomitant intracranial 
Ihe presence of large, pulsating 
blood vessels in the scalp derived from the superticial 
temporal artery would indicate an arterial malformation 
involving branches of the external carotid artery of the 
same side, with or without similar intracranial involvement 


lesion of the same type 


Fig. Second 
phalogram 


film Antero-posterior series Angioence- 


of branches of the corresponding internal carotid artery. 
Headache is usually not characteristic in these lesions 
However, where continuous unilateral headaches occur 
the diagnosis of arterio-venous aneurysm should always be 
considered. Surgical procedures have often terminated 
fatally owing to unsuspected vascular anomalies of un- 
manageable extent, particularly before the advent of 
cerebral arteriography. This case is considered to be of 
importance in underlining this aspect. It is noted that 
although the main artery involved is the middle cerebral, 
nevertheless significant branches of both anterior and 
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posterior cerebral arteries take part in the lesion. As the 
surgeon would possibly have to gain access to the anterior 
and posterior fossae, this fact is of the greatest importance 
in planning the necessary surgical procedure. 

In order to assure the surgeon of safety in turning a 
bone flap, carotid arteriography should be done, owing 
to the notorious difficulty in dealing with the virtually 
uncontrollable haemorrhage, particularly that associated 
with the venous racemose type (Lima?). In order to 
establish the side of the lesion and its precise extent, the 
examination should be performed in both antero-posterior 
and lateral projections. In the absence of 2-plane radio- 
graphy, 2 injections of dye, as detailed above, are required 
Of particular interest in this case is the filling of the 
posterior cerebral artery. This is very uncommonly seen 
in internal carotid arteriography and is attributed in this 
case to the malformation of the branches of the posterior 
cerebral artery and to the mecrease of blood flow in this 
type of lesion. At operation a notable increase in the 
calibre of the internal carotid artery was found. This 
case further underlines the fact that for complete investi- 
gation of cerebral circulation, vertebral arteriography for 
visualization of the vascular supply to the posterior fossa 
must not be overlooked. 

Reactions in arteriography are rare and the mortality 
low. Wise, Hughes and Hannan° report one death in 
150 examinations. This occurred 4 hours after the examina- 
tion, the patient being an elderly male. Autopsy revealed 
no definite cause of death. No deaths or significant 
reactions have occurred in a series of 28 cases investigated 
in the radiology department of this hospital. 

The last-mentioned authors® report that pneumo- 
encephalography may well show no evidence of an intra- 
cranial lesion. If, however, an abnormality is demonstrated, 
the signs are not suggestive of the true nature of the lesion. 

It should be noted that a general anaesthetic is only 
rarely required, and in our case was used to control 
voluntary movement on the part of the patient, which 
was due to temperamental changes and language difficul- 
tres. The percutaneous injection of the dye with local 
anaesthesia of the operation site is favoured by the 
authors, and open operation was resorted to only because 
of temporary lack of necessary equipment. 

For a more detailed description of these lesions and 
their investigation the reader is referred to the article by 
Olivecrona and Ruves 

Treatment. Undoubtedly, the operative removal of a 
widespread vascular lesion such as this, springing as it 
does from elements of anterior, middle and_ posterior 
cerebral arteries, would be technically very difficult. In 
any case, it could not be contemplated without external 
carotid arteriography, in view of the prominent vascular 
markings of the calvarium, and enlargement of the 
foramen spinosum. 

Furthermore, in view of the poor prognosis for epilepsy 
in cases of an inveterate lesion after operation, and the 
marked mental deterioration, it is very doubtful whether 
any benefit would have accrued, even  pre-supposing 


successful removal of the arterio-venous malformation. 
Olivecrona and Ruives are of the opinion that these 

cases should be treated by complete excision of the mal- 

X-ray 


formation or left alone. They consider deep 
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The treatment of pernicious anemia has been simplified by 
the use of vitamin B,. (Cyanocobalamin). 


Euhaemon, a sterile solution of vitamin B,., ts issued in two 
strengths, 50 and 100 micrograms per c.c. and is now available 
in rubber-capped vials of 10 ¢.c. of either strength, as well as 
In ampoules of 1 c.c. 


Euhaemon restores the megaloblastic blood picture to normal 


and counteracts the neurological phenomena which are so . 

frequently associated with pernicious anemia. bso 
- 

It has a high hematopoietic activity in sprue, In many cases & 


of nutritional macrocytuce anemia and in certain cases of 


macrocytic anemia of infancy. 


EUHAEMON 7 


Trade Mark 


Vitamin B,, 
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Yet throughout, 
chronic ear infections are a constant problem. 
No single drug is effective —even the antibiotics 


are rarely satisfactory. 


Chronalgicin 


is formulated to DEODORIZE 
LIQUEFY DEBRIS 
DECONGEST 
FACILITATE DRAINAGE 
and is active against a wide range 


of organisms. 


further informat on .$ obtemnobie from 
BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
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APONDO 


PHARMACOLOGICALLY 


DETOXIFIED 
THYROID 


FOR THE TREATMENT OF 


OBESITY 
MYX@®DEMA 
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ALLIED ENDOCRINE 
DYSFUNCTIONS 
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These side effects do NOT arise with APONDON 


APONDON treatment does not interfere with sleep or normal daily 
activities 
Bottles of 25 and 500 pills 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


|v VERITAS DRUG COMPANY LIMITED | 


LONDON AND SHREWSBURY, ENGLAND 
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B.D.H. ANTIHISTAMINIC 


ADVANTAGES Longer duration of action 
-. Exceptionally well tolerated - Inexpensive 
OTHER INDICATIONS Allergic asthma, urticaria, 


angioneurotic cedema, allergic dermatoses, pruritus, allergic 
conditions of the eye, travel sickness. 


DOSAGE IN HAY FEVER AND OTHER ALLERGIC ConpITIONS One or two tablets 
at mght for one week followed by one tablet daily if required. 


ANCOLAN is issued as scored tablets of 25 mg. 
Bottles of 25 and 250 tablets 


° Literature is avatlable on request 
BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 JEPPE STREET, JOHANNESBURG 


SUPPLEMENTATION OF PRENATAL DIET WITH 


CALLIDEX 


Each tablet contains Dicalcium Phosphate 380 mg., Ferrous Gluconate 
113) mg., Vitamin D 500 units, Thiamine Hydrochloride 3 mg.. 
Riboflavine 3 mg. and Nicotinamide 12 mg. 


DOSAGE; One t.d.s. p.c. 
A SOUTH AFRICAN PRODUCT MADE BY 


SAPHAR LABORATORIES LIMITED 


P.O. BOX 256, JOHANNESBURG - P.O. BOX 568, CAPE TOWN - P.O. BOX 2383, DURBAN P.O. BOX 789, PORT ELIZABETH 
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therapy or clipping of the arteries supplying the malforma- 
tion ineffective, and tying of the carotid artery dangerous. 


SUMMARY 


A case of cerebral arterio-venous anomaly is described and 
discussed. 


We wish to thank Dr. J. L. Parker, Medical Superintendent 
of the King Edward VIII Hospital, Durban, and Dr. N. Ros- 
siter of the Department of Medicine, for permission to publish 
this case. We also wish to register our appreciation to Miss 
M. McClaggan for the photographic reproductions 


DIABETES, 


Jackson, MLA. (CAMBRIDGE), M.D.. M.R-C.P. (LoND.) 


Before the insulin era few diabetics became pregnant, and 
even fewer produced live and healthy babies. Present-day 
diabetic fecundity is very different, for instance, we have 
had up to 7 diabetics in our maternity wards at the same 
time. On the other hand, foetal loss rate in general 
remains high. In many series it varies from 25 to 50%,! 
(even omitting miscarriages, which have not been shown to 
bear any relation to diabetes). Very special care may 
reduce this °® but the general problem of the management 
of the diabetic’s pregnancy remains. 

The Pre-diabetic State. Years before 4 woman is mani- 
festly diabetic she may produce infants which are dead,’ ' 
or large.9. 13.1824 The extraordinary frequency with 
which this obstetric story is obtained from women 
becoming diabetic after child-bearing has given rise to 
belief in the * prediabetic state’. We found, in the Cape, 
that some 60% of such women claimed to have had at 
least one baby over 10 Ib. in weight against 12°, of a 
similar but non-diabetic control group of women (Table I) 
Table II puts it another way and shows that 31°. of the 


TABLE |. PREDIABETIC AND CONTROL MOTHERS 


| 
Combined 
White | Coloured Races 
Mothers Control 0 so | 100° 
Mothers with  Prediabeti« 31 31 62% 
child over 10 lb.| Control 7 5 12% 
Mothers with | Prediabeti: 8 22 30 %t 
at least one ——---— —-— 
stillbirth Control 9 13 %t 


* Total number of control mothers was actually 130, reduced to 
100 for easy comparison. 
+ Difference between these two proportions is 24 times its stan- 
dard error. 


*A paper read at the South African Medical Congress, 
Johannesburg. September 1952 


PRE-DIABETES, MOTHERS AND BABIES* 


Department of Medicine, University of Cape Town 
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TABLE Hl. CHILDREN OF PREDIABETIC AND CONTROL MOTHERS 


| Combined 
| White | Coloured | Races 
| Prediabetic | 210 | 218 | 
Total mothers 
children Control 136! #303439 
mothers 
| Prediabetic | 34% | 2% | 31% 
4 | mothers 
at birth | Control | 46% 
mothers 
| Prediabetic |7-6%| 21% | 14% 
% mothers | 
stillbirths 
| Control 3% 63% | $% 
| 


mothers 


babies of this group of prediabetic women were over 
10 Ib. as against 4.6°, of the control women’s babies. 
These figures agree closely with various series from 
Britain, Canada and the U.S.A. 

These Tables also indicate the high overall late foetal- 
loss rate of 14°, in the prediabetic; other authors report 
between 10 and 25%.!2-16. 18. 23,25 So commonly do we 
find this story of several large babies, and frequently still- 
births, that we have come to consider it as a good piece 
of evidence favouring the diagnosis of diabetes in a doubt- 
ful new case. 

We have found that this tendency to produce large 
babies and stillbirths* seems to be present for an indefinite 
period before manifest diabetes develops. Table Ill 
indicates an excessive number of such events over 30 years 
before the onset of diabetes; 26%, of such babies were 
over 10 lb. (4.6% in the total control series). This makes 
one wonder whether the prediabetic state may not, in 
some women, be present all through their lives; in other 
words, whether they may not have an innate metabolic 


** Stillbirths’ in this article includes neonatal deaths 
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therapy or clipping of the arteries supplying the malforma- 
tion ineffective, and tying of the carotid artery dangerous. 


SUMMARY 


A case of cerebral arterio-venous anomaly is described and 
discussed. 


We wish to thank Dr. J. L. Parker, Medical Superintendent 
of the King Edward VIII Hospital, Durban, and Dr. N. Ros- 
siter of the Department of Medicine, for permission to publish 
this case. We also wish to register our appreciation to Miss 
M. McCliaggan for the photographic reproductions 


DIABETES, 


Department of Medicine, 


Before the insulin era few diabetics became pregnant, and 
even fewer produced live and healthy babies. Present-day 
diabetic fecundity is very different, for instance, we have 
had up to 7 diabetics in our maternity wards at the same 
time. On the other hand, foetal loss rate in general 
remains high. In many series it varies from 25 to 50%,' 
(even omitting miscarriages, which have not been shown to 
bear any relation to diabetes). Very special care may 
reduce this °* but the general problem of the management 
of the diabetic’s pregnancy remains. 

The Pre-diabetic State. Years before a woman is mani- 
testly diabetic she may produce infants which are dead,’ ' 
or large.9. 11. 13.1824 The extraordinary frequency with 
which this obstetric story is obtained trom women 
becoming diabetic after child-bearing has given rise to 
belief in the ‘ prediabetic state’. We found, in the Cape, 
that some 60% of such women claimed to have had at 
least one baby over 10 Ib. in weight against 12°, of a 
similar but non-diabetic control group of women (Table I) 


Table II puts it another way and shows that 31°, of the 
TABLE I. PREDIABETIC AND CONTROL MOTHERS 
| 
Combined 
White | Coloured Races 
Prediabetic 50 50 100 
Mothers Control 50 sO | 
Mothers with | Prediabeti: 31 31 62% 
at least one - 
child over 10 lb. Control 7 5 12% 
Mothers with | Prediabeti: 8 22 
at least one — — 
stillbirth Control 4 9 13%t 


* Total number of control mothers was actually 130, reduced to 
100 for easy comparison. 
+ Difference between these two proportions is 24 times its stan- 
dard error. 


*A4 paper read at the South African Medical Congress, 
Johannesburg. September 1952 
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PRE-DIABETES, MOTHERS AND BABIES* 


Jackson, (CAMBRIDGE), M.D... M.R.C.P. (LoNb.) 


University of Cape Town 


TABLE Hl. CHILDREN OF PREDIABETIC AND CONTROL MOTHERS 


Combined 
White | Coloured | Races 
Prediabetic | 210 | 218 | 
Total mothers 
children Control 136 303, 439 
mothers 
Prediabetic | 34% | 2% | 
% mothers 
at birth | Control 7-4%1 
mothers 
| Prediabetic 7-6%| 21% 14% 
mothers | 
Control 7% 
mothers 


babies of this group of prediabetic women were over 
10 Ib. as against 4.6", of the control women’s babies. 
These figures agree closely with various series from 
Britain, Canada and the U.S.A. 

These Tables also indicate the high overall late foetal- 
loss rate of 14°, in the prediabetic; other authors report 
between 10 and 25%.!2-!6. 18, 23,25 So commonly do we 
find this story of several large babies, and frequently still- 
births, that we have come to consider it as a good piece 
of evidence favouring the diagnosis of diabetes in a doubt- 
ful new case. 

We have found that this tendency to produce large 
babies and stillbirths* seems to be present for an indefinite 
period before manifest diabetes develops. Table Ill 
indicates an excessive number of such events over 30 years 
before the onset of diabetes; 26%, of such babies were 
over 10 lb. (4.6% in the total control series). This makes 
one wonder whether the prediabetic state may not, in 
some women, be present all through their lives; in other 
words, whether they may not have an innate metabolic 


Stillbirths in thes article includes neonatal deaths 
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TABLE Il. LENGTH OF PREDIABETIC PERIOD 

Total Babies 

Bahies 10 Stillbirths 
0-4 years before diabetes 35 54°, 29°, 
5-9 years before diabetes 55 44°, 13 
10-14 years before diabetes 61 4 
15-19 years before diabetes 92 28% yA 
20-29 years before diabetes 102 35% 8% 
Over 30 years before diabetes 43 26° 9-3° 
Whole Series 398 33% 14” 
Control Series 439 4-6". 


abnormality which ts manifested only by large babies and 
sullbirths (and perhaps occasionally by rapidly developing 
obesity during pregnancy and by over-lactation 
whether there is a prediabetic state in men ts not so easily 
elucidated, but we have some evidence that there may be.'" 


DETECTION OF PRE-DIABETES 
ASYMPTOMATIC DIABETES 


IMPORTANCE OF AND 


It might reasonably be asked whether there would be any 
value in discovering a ‘prediabetic’ or even a mild, 
asymptomatic diabetic. We suggest that there is for 
reasons 

1. A moderately restricted carbohydrate (120-200 gm.) 
and low calorie diet might prevent the development of 
symptoms and even rectify the abnormality in glucose- 
tolerance curve, especially if the patient is obese.*' 

Knowing the likely effect of the minor metabolic 

aberration on a future foetus, we might be more able to 
obtain a viable child. Certainly the IS asymptomatic 
diabetics (discovered post-partum) in our series had 7 
stillbirths from their last pregnancies, while the 11 mothers 
we believe to be prediabetic produced 5 stillbirths (Table 
IV). The mildness of the diabetes or of the carbohydrate 
abnormality does not, therefore, confer any protection on 
the child. 

It is plainly important to attempt to save such infants in 
the future, if this can be done by any special means 


TABLE 1V. GLUCOSE-TOLERANCE CURVES IN PARTURIENT MOTHERS 
OF BABIFS IN DIFFERENT WEIGHT GROUPS 
Mothers with 
Diaheti« Predia- | Normal Total 
Curve | hetic Curve 
| Curve 
Last baby under 7 Ib. Oo | ! | 4) | 42 
Last baby 7-8} Ib. 2 1 43 46 
Last baby 8}-—10 Ib. 5 2 | 38 | 45 
Last baby over 10 Ib. 8 6 | 26 40 
Total is | 10 | 148 | 173 
Last baby stillborn 7 s 6 | 18 
of total 48°, | 
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MANAGEMENT OF THE DIABETIC 


Priscilla White with expert management has very much 
lowered the foetal-loss rate in her large series. However. 
She ascribed her results to hormonal therapy which has, 
by itself, achieved nothing for other workers. Pease er 
al” trom Oxford, have obtained good results in their 
cases without the use of hormones but with careful assess- 
ment of each patient individually. 

Most foetal deaths occur in the last 2-3 weeks of preg- 
nancy or actually during a labour which is rendered more 
hazardous by the frequently giant size of the baby. By 
inducing surgically or performing Caesarean operation on 
all diabetics at the stage which seems most propimous, 
labour is made easier and the prematurity of the baby 
(which anyway is often 7-8 Ib. at 37 weeks) can usually 
be dealt with in a prepared and equipped centre. This. 
therefore. combined with control of the blood sugar. 
seems the method most likely to be successful 

This diversion demonstrates one value of the diagnosis 
of mild diabetes, and presumably the prediabetic mother 
should be dealt with in the same way. Now we must 
consider what leads us to suspect asymptomatic diabetes 
and particularly * pre-diabetes 


PREGNANCY (SAVING THE BABY? 


“ASYMPTOMATIC 
DIABETES 
Ihe suspicion of latent diabetes is aroused by 

1. A family history ot diabetes, especially diabetes in 
either parent or more than one sibling. Both parents of 
one of our European patients were diabetic and her first 
baby was an 8&8! Ib. stillbirth. Despite the absence of 
glycosuria during pregnancy, repeated tolerance curves 
revealed mild diabetes. Twelve months after delivery 
sugar was found in the urine for the first time 

2. An obstetric history of repeated large babies and or 
stillbirths. | would recommend that any woman having a 
baby over 10 Ib.. or even a single unexplained stillbirth, 
should have a glucose-tolerance test performed. We are 
now finding a reason for repeated stillbirths which would 
previously have been quite unexplained. A Bantu woman 
had produced 4 stillbirths and 3 neonatal deaths from 8 
pregnancies. Her sugar tolerance curve (never previously 
considered) was:—Fasting: 150 mg. per 100 c.c.. hour, 
227: | hour, 282; 2 hours, 189. The moral is obvious. 

3. Glycosuria. Significant glycosuria (yellow or orange 
to Benedict's test) is mof common in pregnancy. Even a 
small amount of sugar found on routine testing should be 
investigated. We found definite glycosuria in later preg- 
naney in only 20°. of 200 cases after a glucose load 
during the tolerance test. One Coloured patient had had 
only slight glycosuria during pregnancy, which was dis- 
regarded. She delivered a 9 Ib. stillbirth and on glucose- 
tolerance test her blood sugar rose to 300 mg. per 100 c.c. 

On the other hand diabetes may without 
vlycosuria, even during pregnancy. As many as 4 of our 
12 diabetics had no glycosuria even after SO gm. of 
glucose. One Bantu woman showed a blood sugar of 
282 mg. and still no urimary reduction of Benedict's solu- 
tion. The moral is that although the renal threshold may 
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be lowered during pregnancy, it may also be high 
We have now suspected a diabetic abnormality but must 
prove it by the glucose-tolerance test. 
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GLUCOSE TOLERANCE CURVE 


We have shown, at any rate in the Cape, that a tolerance 
curve after 50 gm. of glucose performed in late pregnancy 
and on the 6th day post-partum yields reliable informa- 
tion. * Our normal range (using capillary blood and the 
Hagedorn-Jensen method) is shown in Fig. 1. 
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Fig. J. Glucose tolerance curves Thick curve shows the 
maximum normal, with 2-3 hour * doubtful zone’ 


We consider that the figures should not exceed 120 mg. 
fasting, 200 mg. maximum, a 2-hour level of 140 mg. 
and a 2}$-hour level of 130. If 2- or 2$-hour figures are 
above these levels, together with a high fasting or 
maximum level, then the curve is truly diabetic. If only 
the 2- or 2$-hour figure is high (confirmed by repetition 
where possible) we believe that the curve represents * pre- 
diabetes *. In other words, we believe that anv lowering 
of carbohydrate tolerance in later preenancy or the 
puerperium is probably abnormal. Here we agree with 
John.“ who writes. ‘Even the slightest elevation of blood 
Sugar...is likely in later years to progress into frank 
diabetes.” 

PRE-DIABFTES DIAGNOSED 

Table IN) shows that these slightly abnormal glucose- 
tolerance curves which we call * pre-diabetic ’ were found 
in 11 mothers out of 171 tested. The significance of this 
finding is indicated by the fact that the most recent baby 
in 6 of the 11 mothers weighed over 10 Ib., while as many 
as 5 were stillborn. Only one of the 1! mothers had 
neither large babies nor stillbirths her obstetrical 
history. 

Furthermore, we have been able to predict the occur- 
rence of foetal loss. Thus one Coloured woman aged 36 
had a child weighing I! Ib. 12 oz. Her tolerance curve 
(thrice repeated) was: fasting, 109 mg.: 1 hour, 160 mg.: 
2 hours, 138; 24 hours, 132. Next we hear that she has 
been delivered outside hospital of a 144 Ib. stillborn 


infant. We now believe that these women with the * pre- 
diabetic’ curve and a history of large babies or stillbirths 


should be dealt with as carefully as if they were plainly 
diabetic 
SUMMARY 

The meaning of the * prediabetic state” 1s discussed; its 
only evident manifestation ts the production of large 
babies and stillbirths in a woman who later develops 
overt diabetes This condition certainly exists the 
Cape. It is considered important to diagnose this predia- 
betic state and the rather similar * asymptomatic diabetes °, 
since it may be possible to safeguard the life of future 
babies by special management of the mothers’ deliveries 
In Groote Schuur Hospital our attempts to reduce the 
foetal loss rate of diabetic pregnancies are encouraging 

Factors leading one to suspect the existence of asympto- 
matic diabetes or pre-diabetes are considered and it 1s 
emphasized that glycosuria is not always present during 
pregnancy in such patients. 

The glucose-tolerance curve 1s discussed. A single high 
2- or 2{-hour reading is regarded as being a warning ol 
pre-diabetes, and in our series these slight aberrations ot 
carbohydrate tolerance have been found closely con- 
nected with large babies and stillbirths. 

We suggest that pre-diabetes’ can frequently be 
diagnosed and should be heeded. 


Il am very grateful to Miss E. Scholtz, Mrs. P. van Heerden 
and Miss V. Jenkinson for their technical assistance, and to 
the Department of Obstetrics for their co-operation 
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‘Vegolysen’ Retard brand hexamethonium bromide in 
20% w/v aqueous solution containing 25 w/v polyvi 
done with 0.5°) w/v chiorbutol as an antibacterial agent 


In the hexamethonium treatment of hypertension, the presen! 
trend is towards subcutaneous injection as the most etfective 
route of administration. More and more patients are being 
trained in self-administration of the drug, along the lines ot 
a routine similar to that followed by patients administering 
insulin to themselves. This trend has called for a prolonged 
action hexamethonium injection tor domiciliary use, which 
has now been made available by Pharmaceutical Specialities 
(May & Baker Ltd.), under the name * Vegolysen’ Retard 

*Vegolysen’ Retard contains hexamethonium bromide in 
polyvidone solution, which delays absorption to give 6 to & 
hours of hypotensor action compared with an average of 3 
hours obtained with plain hexamethonium solutions An 
additional advantage is that the polyvidone solution gives a 
smoother and more gradual reduction in blood pressure, wiih 
a consequently reduced danger of postural hypotension 

The preparation is primarily for subcutaneous injection, but 
can be given intramuscularly if desired; it is not intended for 
intravenous use 

*“Vegolysen’ Retard ts 
capped bottles of 25 cc. trom 
Port Elizabeth 


single pack rubbe: 
(S.A.) (Pty.) ot 


available in 
May baker 


Promethazine and Dibromopropamidine Isethionate Cream 
in the Treatment of Burns 


Recent work has shown that the antibacterial agent, dibromo 


propamidine, has been found particularly effective in th 
prevention and treatment of sepsis in burns. 
Other workers have reported beneficial effects from the 


topical application of antihistaminics on the pain, erythema. 
blistering and oedema of burns; *‘ Phenergan’ brand prometha 
zine has been largely employed as a cream in this connection 

Clinical trials were therefore instituted for testing the ass 
ciation of these 2 compounds, and have given some promising 
results both in hospital practice and in industrial medicine 
The plain ‘ Phenergan’ Cream is therefore being modified b\ 
the inclusion of dibromopropamidine isethionate The sott 
water-miscible base will now contain 2% w/w promethazine 
base and 0.15 w/w dibromopropamidine isethionate. 

While being thus improved for the treatment of burns, the 
modified cream will have the same indications as the plain 
original antihistamine cream for allergic and pruritic skin 
conditions 

The new ‘ Phenergan’ Cream will continue to be packed ir 
| oz. collapsible tubes and | |b. jars and is available through 
Maybaker (S.A.) (Pty.) Ltd., of Port Elizabeth 


DistrePiocin * 
Dihydrostre ptomycin-Stre ptomycin Sulphates 


Distreptocin is a mixture of equal parts of streptomycin su! 
phate and dihydrostreptomycin sulphate The advantage 
distreptocin possesses, in comparison with equal amounts of 
streptomycin or dihydrostreptomycin, is that it has equivalent 
antibacterial activity but contains only half the amount of 
either drug and, therefore, has a lower toxicity By use ot 
distreptocin, adequate streptomycin therapy can be achieved 
with increased safety from the toxic effects which may follow 
high or prolonged dosage of streptomycin. This greater 
margin of safety is a real advance in chemotherapy, compar 
able to the use of sulphonamide mixtures instead of single 
sulphonamides 

Distreptocin is indicated for all conditions in which strepto 
mycin (or dihydrostreptomvcin) is effective, and it is adminis 
tered in similar doses. These conditions include tularemia 
Hemophilus influenzae infections, pneumonia due to Fried 
the Eli Lilly 
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lander’s bacillus, urimary tract infections, wound infections 
due to gram-negative organisms sensitive to distreptocin, and 
tuberculosis. When combined with sulphadiazine, distreptocin 
is Of value in some cases of undulant fever. This is especially 
true in acute cases of the disease. 

Distreptocin is readily absorbed following intramuscular 
injection, and although the drug is excreted fairly rapidly by 
the kidneys, its excretion rate is slower than that for penicillin. 
When distreptocin is given orally it is not absorbed in signi- 
ficant amounts, but neither does it appear to be destroyed in 
the testinal tract. These qualities make it a useful drug 
tor treatment of intestinal infections due to organisms sensi- 
tive to its action or for the preparation of the intestinal tract 
prior to surgery 

As is the case with most potent drugs. clinical judgment 
must be exercised at all times as to the advisability of decreas- 
ing or even discontinuing the drug. Obviously, the toxic 
effects which might occur following the use of distreptocin 
are related to the amount of streptomycin or dihydrostrepto- 
mycin which it contains and. therefore, bear a relationship 
to dosage and duration of treatment. Sufliciently large doses 
of distreptocin given over a prolonged period of time may 
cause damage to both the auditory and the vestibular branches 
of the eighth cranial nerve. te may produce the toxic effects 
peculiar to both streptomycin and dihydrostreptomycin. When 
there is renal impairment which interferes with the excretion 
of the drug, these toxic effects may occur at lower levels 
However, if is important to stress that although streptomycin 
and dihydrostreptomycin are additive in their therapeutic 
effects, the toxic effects are not additive. It is this lowered 
toxicity without sacrifice of therapeutic efficiency which recom- 
mends the use of distreptocin instead of either drug alone 
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Zinc 
Insulin Zine Suspension (Amorphous) A.B.. 


Insulin Zine 4.B. -Description Insulin 


Suspension 
and Insulin 


Suspension 
A.B 

Zine Suspension (Crystalline) A.B. are new 
preparations of insulin consisting of insulin with zine in a 
buffered suspension. No other protein or peptide materials 
are present in these preparations 

The ditference between these 3 insulin preparations lies in 
the particle size of the suspension. In the amorphous prepara- 
tion the particles are small, whereas in the crystalline prepara- 
tion the particles are large 

Insulin Zinc Suspension A.B., consists of a mixture of 30 
of the amorphous form and 70°, of the crystalline form, a 
preparation which has been found to meet the needs of some 
90°. of diabetics by once-daily injections 


Difference from Ordinary Insulin. Unmodified or soluble 
insulin has a rapid onset of action and normally controls 
blood-sugar levels in diabetics for no more than 6 to 12 


hours. Protamine zinc insulin has a prolonged action but 
takes about 2 hours after injection to become fully effective. 
1.Z.S. exhibits the best features of both types. combining 
rapid onset with prolonged action 
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In the manufacture of Insulin Zinc Suspension A.B. an 
acetate buffer is used in place of the usual phosphate o1 
citrate. This enables additional zinc (2 mg. per 1,000 units) 
to be combined with the insulin, thus lowering its solubility 
The degree of solubility is dependent also on the particle size 
and it 1s possible to produce either amorphous material with 
rapid onset and transient effect, or crystals which dissolve 
very slowly in the body and produce a prolonged period ot 
insulin action 

By combining suitable proportions of the amorphous and 
crysalline materials, as is done in the preparation of LZ.S., 
a balanced action is obtained. Rapid onset is achieved by the 
amorphous fraction while the crystals present maintain the 
insulin action for 24 hours in most patients. 

Indications. Insulin Zinc Suspension A.B. contains amor- 
phous (quick-acting) and crystalline (longer-acting) forms in 
proportions suitable for some 90°. of diabetics by once-dail) 
injections 

Patients with more severe diabetics may need either longer 
or more rapidly acting mixtures. These may be prepared by 
mixing the most suitable proportions of amorphous and 
crystalline forms to meet individual needs. For this purpose 
Insulin Zinc Suspension (Amorphous) A.B. and Insulin Zine 
Suspension (Crystalline) A.B., are available. 

Dosage. As determined by the physician. Initial dose for 
a moderate case is usually 12 to 16 units of Insulin Zine 
Suspension A.B. During the following days the dosage should 
be increased gradually, usually by 4 units every day or on 
alternate days until a suitable blood-sugar level and a slight 
sugar excretion are reached. Should a satisfactory adustment 
not be obtained by once-daily injection of Insulin Zine Suspen 
sion A.B. the latter should be used mixed with the more rapidly) 
acting Insulin Zinc Suspension (Amorphous) or the more 
slowly acting Insulin Zine Suspension (Crystalline) according 
to the fluctuations found in the blood-sugar concentration. 

Action. The new Insulin Zinc Suspensions may be mixed 
together in any proportion but they may not be mixed with 
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Roper, J.: The accused is charged with culpable homicide. 
which may be defined as the uniawful killing of a human 
being without intent to kill. One way of killing a person 
unlawfully is to do so by negligence 

What is negligence? It is simply this: a person is negligent 
if he fails to exercise that degree of care which a reasonable 
man would exercise in the particular circumstances That 
is a definition which applies to all forms of negligence, and 
the definition has a somewhat special application in the case 
of a member of a skilled profession, such as a doctor, because 
a man who practises a profession which requires skill holds 
himself out as possessing the necessary skill, and he undertakes 
to perform the services required of him with reasenable skill 
and ability. That is what is expected of him and that is what 
he undertakes, and, therefore, he is expected to possess a 
degree of skill which corresponds to the ordinary level of 
skill in the profession to which he belongs. 

In deciding whether a member of a profession, such as a 
doctor, is negligent or not the question is whether applying 
the general definition I have mentioned, he has exercised the 
degree of care and skill which a reasonable man, who is 
also skilled in the profession, would employ. That is the 
test in the case of a doctor. 

Although a medical practitioner is not expected to bring 
to bear, in the case entrusted to him, the highest possible 
degree of professional skill he is bound to employ reasonable 
skill and care—not the highest, not the specialist's skill, but 
reasonable skill and care. In deciding what is reasonable. 
regard must be had to the general level of skill and diligence 
possessed and exercised by the members of the branch of 
the profession to which the practitioner belongs. The standard 
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any unmodified of soluble insulin. protamine zine insulin, 
globin insulin and wophane insulin (N.P.H.) as the different 
buffering media used in these preparations destroy the com- 
bination of insulin and zine, and hence the delaying action 
of Insulin Zine Suspension 

How Supplied. Insulin Zine Suspension A.B. or LZS 
10 or 80 units per cc 

Insulin Zine Suspension (Amorphous) A.B. 10 ¢.¢. 40 units 
per ce 

Insulin Zine Suspension (Crystalline) A.B. 10 cc. 40 units 
per ce 


CORTOMYD OPHTHALMIC SUSPENSION STERILE (SCHERING) 


dctive Constituents Cortogen (microcrystalline cortusone 
acetate) 1.5 and Stabilized Albucid Soluble (Sodium 
Sulamyd Sodium Sulphacetamide) 10 

4ction: Antibactenal and anti-inflammatory. 

Indications: Recommended for acute, chronic and ailergic 
blepharitis, spastic entropion due to local irritation, conjuncti- 
vitis, corneal ulcer, interstitial keratitis, keratitides, herpes 
zoster ophthalmicus, phlyctenular keratoconjunctivitis, neo- 
vascularization, scleritis, episcleritis, acute, chronic, traumatic 
iritis, and iridocyclitis. Sodium sulphacetamide penetrates 
deeply into the intra-ocular tissues and is effective against 
both gram-positive and gram-negative bacteria while corti- 
sone acetate dramatically controls the inflammatory and 
exudative phases, particularly those affecting the anterior 
chamber and external structure 

Dosage: One or 2 drops instilled into the conjunctival sac 
every 2 or 3 hours during the day, less often at night, until 
a favourable response is obtained 

Packing: § cc. pipette bottle with a specially designed 
closure to ensure sterility. 

Supplied by: Scherag (Pty.) Ltd., P.O. Box 7539, Johan 
nesburg. and P.O. Box 3289, Cape Town 
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is the reasonable care, skill and diligence which is ordinarily 
exercised in the profession generally. 

There is a passage in one case which I want to read to 
you, because it seems to me to set out what is required of 
a medical practitioner in relation more particularly to criminal 
cases. This is the case of The King v. Bateman (133, Law 
Times Reports, 780). It is a case that came before the Court 
of Criminal Appeal in England, and the judgment of the 
Court was delivered by Lorp Cuter Justice Hewart. 

After referring to a number of English decisions of this 
branch of the law, he said that the law might be summarized 
in this way: ‘If a person holds himself out as possessing 
special skill and knowledge and he is consulted as possessing 
such skill and knowledge by or on behalf of a patient he 
owes a duty to the patient to use due caution in undertaking 
the treatment. If he accepts the responsibility and undertakes 
the treatment and the patient submits to his direction and 
treatment accordingly he owes a duty to the patient to use 
diligence, care, knowledge, skill and caution in administering 
the treatment. No contractural relation is necessary nor 1s 
it mecessary that the service be rendered for reward. It is 
for the Judge to direct the jury what standard to apply and 
for the jury to say whether that standard has been reached 
The jury should not exact the highest or a very high standard 
nor should they be content with a very low standard. The 
law requires a fair and reasonable standard of care and com- 
petence. The standard must be reached in all the matters 
abovementioned—that is, diligence, care, skill, knowledge 
and caution—if the patient’s death has been caused by the 
defendant's ignorance or carelessness, it will not avail to show 
that he had sufficient knowledge, nor would it avail to prove 
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that he was diligent in attendance if the patient has been 
killed by his gross ignorance and unskilfulness. No further 
observation need be made with regard to cases where the 
death ts alleged to have been caused by indolence or careless 
ness As regards cases where incompetence 1s alleged it ts 
only necessary to say that the unqualified practitioner cannot 
clam to be measured by any lower standard than which is 
applied to a qualified man.’ 

That means thal a practitioner in a skilled profession cannot 
shelter himself behind a defence that he did not know enough 
about it or was not sufficiently skilled 

OF UNFAMILIAR DRUGS 

[here is one phase in particular of a medical practitioner's 
duties to which I ought to refer, and that relates to a practi 
tioner’s use of a drug with which he is unfamiliar. It seems 
to me a matter of common sense that a doctor should net 
use a drug that 1s new or unfamiliar to him without satisfying 
himself as to its properties. as to the possibility of it being 
dangerous, or without acquainting himself with the prope: 
methods of using it 

Iwo cases (in which a conviction for culpable homicide was 
registered) have been cited to show that before a medica! 
practitioner uses a dangerous drug with which he ts unfamiliar 
he must satisfy himself as to the properties of the drug, and 


he cannot defend himself, if he is called to account after 
wards, by saying that he did not know; it is his duty to 
know 

Now, | must says something about the difference between 


specialists and general practitioners, since there is a recog 
nized difference in the medical profession In this case 
evidence has been given by several specialists, who have told 
you, among other things, what they would do in certain 
circumstances. I must warn you that, when a general practi 
tioner is tried, the test is not what a specialist would ot 
would not do in the circumstances, because a general practi 
tioner is not expected to have the same degree of knowledge 
and skill and experience as a specialist has. The question ts, 
what is the common knowledge and accepted practice in the 
branch of the profession to which the accused belongs, viz 
general practitioners? When the specialists tell you of the 
dangerous propertics of the drug with which this case ts 
concerned and when they tell you that that is common know- 
ledge in the profession, then that is evidence which vou are 
entitled to accept 

In the present case the Crown alleges that the accused 
caused the death of the deceased by negligence in his treat 
ment of her. There are 2 statements involved in this. The 
one 1s that the treatment of the deceased by the accused with 
dicumarol, which is the drug he used, caused her death, and 
the other statement is that he was negligent in so treating her 

The evidence seems to show as conclusively as can as a 
rule be shown in cases of this sort that the deceased died 
as a result of what is called dicumarol poisoning, which was 
caused by the quantity of dicumarol she had taken, and that 
is not contested by the defence. The only question is whether 
the accused was negligent in his administration of dicumarol 
and whether that negligence resulted in her death. So the 
main issue before you ts, was the accused negligent? 

Counsel for the defence quoted a case from West Africa 
which came before the Privy Council, where it was decided 
in effect that an accused person was not guilty of criminal 
negligence unless that negligence was of a gross character 
But that is not our law; the basis of our law in this countrs 
is the Roman-Dutch Law. and it is not part of our law that 
a person, whether professional or not, can only be found 
guilty criminally if he is guilty of gross negligence. In our 
law a man is lable criminally for negligence whether his 
negligence is gross or slight 

It seems to be perfectly clear on the evidence that dicumaro] 
1s a dangerous drug. The serious danger is that there ma\ 
be bleeding into the tissues of the brain. and that if such 
bleeding is not checked in time it may cause the death of the 
patient, although this may not happen in a large number of 
cases. But that, according to the evidence, is what happened 
in the present case; there was bleeding into the brain tissues 
which resulted in the death of the patient. 

The specialists in their evidence tell vou that the drug is 
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specially dangeroys because its action ts vanable 
effects upon the individual unpredictable. Dr 
told you that because of tts dangerous character dicumaro! 
has now been deleted from the British Pharmacopoeia, and 
Dr. McLeish said that he now uses the drug much less fre 
quently than before because of its danger 

As to whether it is common knowledge in the profession 
that this is a dangerous drug, Dr. Gilroy and Dr. Stephen 
Lewis, both lecturers to university students, tell you that 
medical students at the universities are taught that dicumarol 
is a dangerous drug. They also tell you that general practi- 
tioners should know the qualities of the drug. In fact 2 
general practitioners who were called gave evidence before 
you that they know of its dangerous qualities. Dr. O'Byrne. 
who treated the deceased in 1950. told you that he treated 
her with dicumarol, that he gave her 2 doses of it, but he 
says that he watched her and he says he would not have 
given it to her if there had not been a hospital available 
where a patient could be kept under observation and could 
receive the necessary treatment at very short notice. Then 
Dr. Beck was asked about his use of the drug and he said 
he never used it except under the eves of a specialist and 
under safeguards, and he told you that he was frightened of 
it. Even one of the chemists who was called, Mr. Steyn. 
told you that he would not sell this drug over the counter 
because he knew from the maker's pamphlet that it was a 
dangerous drug. 


and its 
Stephen Lewis 


PREC AU TIONS 


Then there ts evidence as to the precautions that should be 
taken in administering the drug. Summarized it amounts to 
this, that the drug should not be administered unless pro 
thrombin index tests have been taken, not only initially before 
any dose ts administered, but also daily while it is being 
administered, and even when it is temporarily left off. in 
order to give the prothrombin level an opportunity of rising 
until the effect of the drug has been stabilized; and even 
after that there should be these prothrombin tests at intervals 
of 2 or 3 days. 

The witnesses, of course, are not dealing with cases otf 
emergency. Where there are no facilities for these tests to 
be carried out then other precautionary measures must be 
followed. 

The next precaution is that while the drug is being adminis 
tered the patient must be kept under observation and should 
be seen daily in the initial stages: perhaps not so frequentl\ 
in the later stages when the effect of the drug has been 
stabilized. Furthermore, if complications arise, and in par 
ticular if bleeding begins to occur. then counter-measures must 
be taken immediately: in the first place the taking of the 
drug must be stopped and Vitamin K must be given and 
blood transfusions must be done. The doctors tell you that 
knowledge of these precautionary measures should be pos 
sessed by general practitioners. because they are common 
knowledge in the profession. The accused agreed with coun 
sel for the Crown that before dicumarol was prescribed the 
average medical practitioner should know the proper dosage 
to be administered to patients, that he should look out for 
contra-indications, and that he should know what special care 
and caution should be observed in the event of complications 
after the drug has been administered. 

The Crown alleges that accused was negligent in certain 
respects. First of all there is a general allegation of negh 
gence. It is said that the accused, a registered medical practi 
tioner, when prescribing for and treating the patient, failed 
to exercise that degree of skill. care. diligence and ability 
which he could reasonably be expected to exercise. That 1s 
a general statement of negligence framed in terms of the 
legal definition I have read to you. Then, in following para- 
graphs, are given details of the manner in which the Crown 
says accused generally failed to exercise proper skill, care 
and diligence in treating the deceased. The Crown alleges 
first, that accused, before administering and prescribing, failed 
to acquaint himself with the various strengths or dosages in 
which the preparation is dispensed. and that he administered 
the said preparation without any or adequate knowledge of 
its effects and of its proper administration. Then it is alleged 
that he failed to specify in the prescription written out by 
him the strength or dosage of the preparation to be dispensed 
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to the deceased; that he tailed to warn the patient or her 
husband of the dangerous nature of the drug and of the 
precautions to be observed; that he failed, in administering 
the preparation to the deceased, to control the dosage by 
means of the guidance afforded by a prothrombin index test: 
that he failed to keep the patient under observation or arrange 
to have her kept under observation during treatment; and. 
finally, that he failed to take proper measures when he was 
informed that the patient was bleeding 


PRESCRIPTIONS 


| propose to deal first with the allegation that the accused 
tailed to specify in the prescription the strength or dosage 
of the preparation, because the main defence is based on this 
aspect of the case. In this connection counsel referred you to 
the evidence of the accused. who said that, when writing out 
the prescription, he had in mind a dosage of 25 milligrams 
of the drug to be administered 3 times a day; and he 
referred to the evidence of Dr. Gilroy who said that a dosage 
of 25 mg. 3 times a day would not be expected to harm the 
average person. Counsel also referred you to the evidence 
of Dr. Jackson where he said that a doctor was entitled to 
rely on the chemist ringing him up if he (the doctor) had 
omitted to fix the dosage in the prescription. 

You will remember this evidence. The chemist, seeing that 
the prescription only referred to tablets without mentioning 
their strength, without succeeding in making contact with the 
accused by telephone, looked up the British Pharmacopoeia 
and on what he found there he issued tablets of 100 mg. 
Counsel for the defence says that the deceased did not dic 
as the result of any dosage prescribed by the accused: she 
died as the result of the dosage given her by the chemist: 
the chemist failed to carry out his duty to verify the dosage 
by asking the accused himself. Hence, he says. the death of 
the deceased was not due to the accused's negligence but to 
the action of the chemist in giving tablets of a greater strength 
than the accused intended to administer and never prescribed 

There is evidence before you that the prescription was a 
taulty one: it was negligently made up in 2 respects, firstly. 
the dosage to be given to the patient was not stated, and. 
secondly, the tablets were mentioned without specifying their 
strength. The evidence of Dr. Jackson and Dr. Stephen 
Lewis is that the prescription was faulty in those respects. 
That seems to be a matter of common sense: a docter should 
not prescribe for a patient. more especially a dangerous drug, 
without specifying the dose which the patient is to receive 

If the prescription had not been made out in that negligent 
manner there would have been no opportunity for the chemist 
to make any mistake: he would have carried out the instruc- 
trons and there would have been no possibility of mistake. 

Counsel for the defence does not say that the negligence 
of his client was the causa sine qua non and that the negli- 
gence of the chemist was the causa causans, but, as I under- 
stand it, he is rather inclined to put it on the basis that his 
chent was not negligent at all. 

With regard to the whole of this aspect of the case there 
are some considerations which you should bear in mind. First 
of all, with regard to Dr. Jackson's evidence that a doctor 
is entitled to rely upon a chemist ringing him up in case 
the doctor has omitted to mention the dosage: if that evidence 
is intended to suggest that a doctor is not negligent in omitting 
to state the dosage because he is entitled to rely on the 
chemist, then you have got to consider whether you can 
accept that as being consistent with common sense. I must 
say that to me it appears to be a very alarming suggestion, 
that a doctor who is supposed to have superior knowledge 
should be entitled, if he issues a faulty prescription, to shelter 
himself behind the chemist who makes it up. You must ask 
yourselves whether it is not his duty to issue a prescription 
in such a form that the chemist will not make a mistake 


STRENGIH OF TABLETS 


Then you have to ask yourselves whether you are prepared 
to accept the accused's statement that he intended to prescribe 
25 mg. tablets. On this aspect of the case you must ask 
,ourselves, where could the accused have got this information 
about the 25 mg. tablets? The expert witnesses were unable 
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to refer you to any publication in which it is suggested that 
a dosage of 25 mg. 3 times a day 1s efficacious im a particular 
complaint; it is not mentioned in any text-books or medical 
journals so tar as they could ascertain. The evidence of the 
accused was vague in the extreme on this point. You must 
ask yourselves, did he know that there were dicumarol tablets 
of varying strengths or did he simply know that there were 
tablets of the preparation. He does not say that he knew 
they were of varying strengths, and at that stage, as his 
evidence makes clear, he had no idea that the drug was in 
any way dangerous That being the case, was there any 
reason why he should have formed the intention at that 
stage of specifying the strength of the tablets? Or did he 
not intend simply to write tablets because he did not know 
that the drug was dangerous at all. 

You must ask yourselves those questions, gentlemen, 
because if, owing to his lack of knowledge of the properties 
of this drug, he simply intended to prescribe tablets, then, 
is not his faulty prescription merely part of his general 
ignorance as to the proper use of this drug? 

Assuming that you do accept that the accused intended to 
prescribe 25 mg. to be taken 3 times a day, the question 
sull is whether or not he was negligent in deciding upov 
that dosage without the precautions which ‘the expert wit- 
nesses told you are necessary in the use of this drug. The 
experts have told jou that the drug is dangerous and that 
precautions are necessary because it is dangerous. They do 
not say that precautions are necessary only when used in 
quantities of about 300 to 500 mg.; not one of them said 
that; but they all said that these precautions, namely, the 
prothrombin index tests, the regular supervision, are necessary, 
not in the case of the administration of the drug in that 
strength; but they are necessary because the drug is a 
dangerous one, and because of the unpredictable character of 
the drug. 

Counsel for the defence was inclined to wave that evidence 
aside, saying in effect that these experts are merely being 
wise after the event. Well, you have to consider whether 
that is so or not. Two of them have told you that they 
teach students at the University. Since students have not 
begun to practise that is not being wise after the event, it 
is being wise well before the event. Are you prepared to brush 
aside that evidence of the experts in that way” 


NEGLIGENCE ALLEGED 


Referring to other grounds of negligence alleged, the Judge 
said: The first of these is that the accused prescribed without 
adequate knowledge. The accused has told you that he had 
no knowledge of the drug acquired by any instruction he 
received at University because when he was at the University 
the drug was not known; it was not at any rate the subject 
at lectures. But then he tells you further that before he pre- 
scribed he read no literature at all on the subject. It is 
explained that he is a busy practitioner, his desk was piled 
high with literature he was never able to read. That may 
be so; he may be a busy man; he may have difficulty in 
finding time to read all the literature that comes to him 
by way of medical journals, makers’ circulars and that sort 
of thing, but does that excuse him”? 

I have mentioned to you some of the authorities to the 
effect that a doctor is expected to have the necessary know- 
ledge. and if, because he is too busy to read the literature 
that comes to him, he has not got that knowledge of a 
particular drug, then the answer is he must not prescribe it. 
That seems to be the common sense position. In regard to the 
next 3 grounds of negligence alleged the failure to warn the 
patient or her husband of the dangerous nature of the drug 
and precautions, failure to have a prothrombin index test 
taken to keep the patient under observation, it seems to me 
that all those particulars can be taken together because, if 
you find those were acts of negligence, then they all sprang 
from the same root cause, namely. the accused's ignorance 
of the dangerous qualities of the drug and of the means 
necessary for safeguarding the patient against the dangers 
They fall under the general heading of treating the patient 
without adequate knowledge. 

First in regard to the failure to warn the patient as to the 
dangers: counsel for the Crown was rather inclined to the 
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view that you should disregard that because the accused had 
no knowledge of the drug and having no knowledge he could 
not be expected to warn. That may be so, but still it falls 
under the general heading of negligence im treating without 
knowledge 

Dr. Jackson told you that if the patient was not in hospital 
he would warn the patient to be on the lookout for signs of 
haemorrhage, and if that happened he would advise him to 
stop taking the drug and report to a doctor. Dr. Jackson's 
evidence is that unless the patient is in hospital he should 
be warned. Dr. McLeish told you that, assuming that the 
deceased had no family doctor in Pretoria but one in Johan 
nesburg, he would have advised her what to do in case bleed 
ing started. He would also have had her transferred to the 
care of a docior in Johannesburg and he would not in any 
irrespective of dosage, have preseribed the drug without 
t+ prothrombin test. So that, when the accused issued the 
prescription, you must consider whether it was not his duty 
to warn the patient of the danger inherent in the use ot 
the drug, that bleeding should be looked out for and what 
should be done if bleeding started 

Now, what did he do? After seeing the patient the accused 
told her husband that he had given her a prescription, which 
he handed to the husband, and told him that it was a drug 
which thinned out the blood and prevented nt from clotting, 
that she was to take a course of it and come back and see 
him in 3 weeks. The accused did not say that the drug was 
dangerous; he did not mention any precautions That evi 
dence is not challenged in any way by the accused 

Then, in regard to the failure to have a prothrombin index 
test taken and failure to keep the patient under observation 
the accused admits he did not do these things because of 
his ignorance, and he admits that as a general practitione: 
he should not have been ignorant of 1 Those particulars 
of negligence seem to fall under the general heading of pre 
scribing and treating without knowledge 


tase 


SIGNS OF ABNORMAL BLEEDING 


Ihe last allegation seems to be on a somewhat different 
footing, namely. it is said that the accused failed to take 
proper and adequate measures on being advised that the 


deceased shows signs of abnormal bleeding. You will remem 
ber the evidence of the husband as to what he did when he 
learned from the patient that bleeding was taking place. He 
said that on 10 August (Sunday). bleeding, which had begun 
a day or 2 before that. became more pronounced and he 
thereupon telephoned the accused and told him that. the 
patient was bleeding and * we were beginning to be concerned 
He said that the accused told him that there was no reason 
to be alarmed, the drug was doing good. but she must leave 
it off, the condition would right and bleeding would 
stop ina day or 2 That the accused admitted was 
substantially correct 

In regard to this counsel for the 
point that the patient's 
that bleeding was se: 
you that there was 
he did not regard 


itseit 
vidence 


defence has stressed the 
husband did not tell the accused 
wus or excessive, and the accused told 
no such inttmation to him and therefor 
necessary to take an\ special precautions 


or even look up the literature But. \ou have got to con 
sider whether this information should not have aced as a 
warning to him. He had not told the husband that bleeding 
was a dangerous sign or even that it was to be expected 
and in the circumstances you have got to consider whethe 
the accused, as a medical practitioner. should not have been 


put on his 
this was a 


guard: whether he should not 
warning to which he must pa 


have realized that 
attention 


The matter did not rest there. According to the patient's 
husband, in the next 2 or 3 days the patient’s condition got 
worse and he rang up 2 or 3 times with. as he put it, an 
increasing note of urgency Then. when on 12 August (Tues 


day) he suggested that the patient 
go over to Pretoria on Wednesda, 
not convement and an appointment was made for Thursday 

Well, on the Wednesday the condition of the patient was 
worse, and the accused was notified by her husband that she 
was too weak to travel to Pretoria, bleeding having increased 
and then, according to the husband, the accused said she 


and her daughter should 
the accused said that was 


must be given some Vitamin K_ tablets 
Fven at 


that stage the accused did not think it necessar\ 
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to look up the literature and acquaint himself with the pro 
perties of this drug. Then, on the following day, Thursday, 
Vitamin K_ tablets were ordered and administered. The 
patient’s daughter rang up the accused and asked what the 
proper dose was and was informed, and she told the accused 
that bleeding had increased; there was now blood in the 
urine and the stools of the deceased, and then the accused 
said that an intravenous injection would be necessary on some 
condition as to which there is a_ dispute The patient's 
daughter says that he said if the bleeding became excessive. 
whereas the accused says he said if the bleeding did not stop 

It does not seem to me that the difference is very material. 
What is material is that on this day, Thursday, the accused, 
having received the information that bleeding had increased, 
that there was now bleeding in the urine and the stools, did 
not even then think it necessary to look up the literature and 
find out what the properties of this drug were; he says he 
only did that on the Friday after he had spoken to Dr. Beck, 
when he looked up a medical book and then found out 
something as to the properties of this drug. 

lt is for you to consider whether, when the accused received 
information as to the condition of the patient he was negligent 
in not immediately looking up some literature on the subject, 
or, if that was not available, whether he should not have 
got in touch with a specialist or general practitioner with 
experience and got some information as to the properties of 
dicumarol. This failure to do anything, the accused tells you. 
was due to his ignorance of the drug. But as a general 
practitioner, what should he have done on the Monday, 1! 
August, after having received the first telephone call from 
the patient's husband? Should he not have had a prothrom- 
bin index test made and taken steps to keep the patient 
under regular observation and to adminis er Vitamin K and 
if necessary, to cause a blood transfusion to be done”? 


If he had taken those steps on the Monday, would the 
patient's life have been saved? You must ask yourselves 
that question. If you come to the conclusion that there is 


no reasonable doubt that the deceased's life would have been 
saved if those steps had been taken and that in fact the 
accused did not do anything, apart from issuing the prescrip 
tion, and that his negligence in that regard caused the death 
of the deceased, then you will find him guilty. If you have 
a reasonable doubt in this respect, then you cannot find that 
the accused's negligence resulted in the death of the deceased 
and he must be acquitted. That is the test on this aspect of 
the case 


VERDICT AND SENLENCE 


Ihe jury, after having retired and considered their verdict 
tor 25 minutes, returned a unanimous verdict of guilty. 

After hearing the evidence of the husband of the deceased 
in mitigation and counsel for the defence, Mr. Justice Roper 
passed sentence as follows 

The jury unanimously found you guilty of culpable hom: 
and | am required to pass sentence upon you. This ts 
1 painful case. because it is dreadful for a medical man to 
find himself in the position in which you find vourself to-day 
| take into account the consequences which this conviction 
will have upon you: it will probably have unfortunate results 
upon your practice. And I take into account the fact that 
ou must have passed through a painful and harassing time 
between the deceased's death and the conclusion of this trial 
The patient's husband has gone into the witness box and 
given evidence in mitigation. He does not desire, nor does 
inv member of his family desire. to take up a vindictive 
attitude as far as punishment is concerned. nor would it be 
fitting for the Court to take up such an attitude. But I have 
to consider the sentence in relation to the gravity of the 
offence. Your counsel! has suggested that this 1s more in the 
nature of an unfortunate accident than anything else. I think 
possibly in a sense it 1s so. because I think that, not knowing 


ide 


much about this drug. you--if I may use the expression 
took a chance in administering it 
Still, it was negligence. and the Court cannot pass ovei 


lightly negligence in the case of a man in the medical pro- 
fession, who takes upon himself duties which involve life and 
death. In all the circumstances of the case I sentence you 
to a fine of seventy-five pounds or 3 months’ imprisonment 
with hard labour 
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ANAESTHETISIS GROUP 


SOL TH 


At the Annual General Meeting of this Society, held at 
Johannesburg on 16 August 1953, the tollowing Council was 
elected 
President. Dr. Hilde Ginsberg. 
Vice-President: Dr. E. G. van Hoogstraten 
Hon. Secretary/Treasurer: Dr. F. W. Roberts 
Members of Executive: Dr. C. Arkles, Dr. M 
Dr. H. Bentel, Dr. C. Frost. 
The following resolutions involving changes in the Consti- 
tution were passed 


B. Barlow, 


APRICAN SOCIELY OF 


ANAESTHETISIS 


1. That provision be made for the creation of a number of 
offices of Honorary Vice-Presidents as a mark of recognition 
of special services to Anaesthesia in South Africa. 

2. That the retiring President be ex-officio a member of 
the Council for the year following his year of office. 

3. That in addition to the four members of the Executive, 
as at present constituted, the members of the following dis- 
tricts, namely, Eastern Cape, Western Cape, Southern Trans- 
vaal, Northern Transvaal, Natal and Orange Free State, elect 
one member to represent them on Council 


PASSING EVENTS 


Dr. R. Lance Impey has been appointed Lecturer in Medical 
Ethics at the University of Cape Town 


Chairman of the South African National 
French Association, has received, from Prot. T. Oliaro, Presi- 
dent of the Italian Medical Scientific Press Association and 
Director of the Minerva Medica group of journals, a com- 
munication pajsing tribute to the contributions by South 
African medical men which appeared in a special issue of 
Minerva Medica dealing with medicine in South Africa. He 
stated that the special issue had a very favourable reception 
both in Italy and other countries 


Dr. A. Shedrow 


LNION oF SoutH AFRICA oF 


BULLETIN No. 34 oF 
THurspavy, 20 


1953, POR THE 7 Days ENDED 
AuGusr 1953 


PLAGUI 
Nil 


SMALLPON 


Transvaal. No turther cases have been reported from the 
Letaba district since the notification in Bulletin No. 30 of 
23 July 1953. This area is now regarded as free from infec- 
thon 

IYPHUS FEVER 


Nil 


EPIDEMIC DISEASES IN OTHER COUNTRIES 


At date of latest available information there existed 

Plague: Nil 

Cholera in Kakinada, Bombay, Calcutta, 
patnam (India) 

Smallpox in Bombay. Calcutta, Cochin. Kanpur, Madras, 
Masulipatnam, Nagapatinam (India); Lahore (Pakistan) 
Saigon-Cholon (Vietnam): Phnom-Penh (Cambodia) 

Tvphus Fever in Cairo (Egypt) 


Madras, Visakha- 


DiptoMas IN ANAESTHETICS 


COURSES 


Ihe Royal College of Surgeons of England arranges special! 
2-year courses in anaesthetics for overseas students. The fee 
for the course is £200 exclusive of board and lodging 

Students with no experience in anaesthetics are accepted 
provided they hold a registered medical qualification in their 
own country. If. however, they wish to study for the D.A 
or F.F.A.R.C.S., students must comply with the regulations 
regarding previous clinical experience and training 

Particulars of the course may be obtained from the Secre- 
tary of the Faculty of Anaesthetists, Royal College of Sur- 
geons. Lincoln's Inn Field, London, W.C.2, and of the 
examinations for the diplomas from the Secretary, Examina- 
tion Hall, 8-11 Queen Square, London, W.C.1 


Mepicat Use oF Rapio-lsoToPEes 


South Africa imported more radio-isotopes last year than the 
year before and is making progress in the medical use of 
these isotopes, according to the annual report of the Council 
for Scientific and Industrial Research 

Imports last year totalled 6,587 millicuries compared with 
5.297 in the previous financial year. Negotiations are now 
in progress with the Division of Civil Aviation to modify 
the wingtip containers evolved by the Council's scientists so 
that bigger quantities of some isotopes can be flown out to 
the Union 

The report states that in the jast financial year the Council's 
scienusts dispensed $13 doses of radio-iodine and made mea 
surements on 301 patients. New equipment has been built 
and new methods are being studied to broaden the field of 
biological radio-isotope work. 

Ihe laboratories have given advice to many outside institu- 
tions on the possible uses of radio-isotopes and have trained 
three people to handle radio-active materials. 


SPECIALISTS) ReGISTER PLEBISCITE 


At the request of the National Executive Committee of the 
General Practitioners’ Group the Federal Council conducted 
a plebiscite of members on the question of the desirability 
or otherwise of a register of specialists in the Union. The 
result of the plebiscite was: In favour 1,223, against 813 
There were 10 spoilt papers 


ROCKEFELLER FOUNDATION GRANTS 


The Rockefeller Foundation has made the following grants in 
the field of medicine and allied sciences in the second quarter 
of 1983 

W ashineton, 
construction and 


{ssocration 


hospital design, 


Psychiatric 
study mental 


{enerican 
$140,000 to 
equipment 

tssociation dHyeiene de Tl Aisne, Soissons, France; an 
additional grant of $133,000 for the Soissons Public Health 
Centre to study public health and medical care problems in 
a limited area 

Institute of Public Health, Tokvo, Japan; $72,050. 

Polytechnic Institute of Brookivn, New York; $65,000 for 
research on protein structure through X-ray diffusion methods 

University of Wisconsin: $55,000 for research in genetics 
ind cytogenetics 

University of Illinois 
and entomology 

Institute of Hygiene, University of the Philippines; $30,300 

State University of lowa; $22,680 for research in develop- 
mental genetics 

University of Rochester, 
genetics. 

University of Sado Paulo 
histology and embryology. 

University of Brazil; $7,500 for research in genetics. 


$52,000 for research in microbiology 


New York, $22,100 for research in 


Brazil; $13,000 for research in 


: “Se 
brag 
ae 


Numerous smaller grants 
institutions in many parts of 


were made to individuals and 
the world, and also Rockefeller 
Foundation fellowships to persons from 27 countries, for 
which the amount allocated was $407,374. Forty-five of the 
72 fellowships were in the field of medicine and public health 


1954 


Essay AWARD 


Ihe Board of Regents of the American College of Chest 
Physicians offers 3 awards to be given annually for the best 
orginal contribution, prepared by any medical student on 
any phase relating to the diagnosis and treatment of chest 
disease 

The first prize will consist of 
certificate. The second and third prizes will be certificates of 
merit. The Essay award is open to all medical students in 
accredited medical schools throughout the world. 

In South Africa all undergraduate medical students are 
eligible and also recently qualified persons who have, without 
entering into private practice, proceeded to obtain a higher 
degree or diploma. Qualified persons who have been in the 
practice of medicine for some time and have returned to 
obtain a higher degree or diploma are not eligible 

The winning contributions will be selected by a board of 
impartial judges and will be announced at the 20th Annual 
Meeting of the American College of Chest Physicians to be 
held in San Francisco, Califorma, 17-20 June 1954. Manu- 
scripts may be published in the College journal Diseases of 
the Chest. The College reserves the right to invite the winner 
of the first prize to present his contribution at the Annual 
Meeting and to pay his travelling expenses 
Applicants are advised to study the format of 


a cash award of $250 and a 


Diseases of 


REQUIREMENTS FOR SyRuUPS 


The Minister of Health has promulgated amended regulations 
(Govt. Notice No, 1893 of 28 August 1953) under the Foods. 
Drugs and Disinfectants Act No. 13 of 1929 having the follow 
ing effect 

Imitation or Artificial Syrups, Essences, Cordials, Squashes 
and Similar Articles must be prepared with clean, potable 
water and wholesome ingredients. Harmless flavouring and 
colouring substances are allowed. The article must be labelled 
Imitation, Artificial or Synthetic 

derated or Mineral Waters, including hop beer and ginge: 
beer, may be prepared from fruit juices, vegetable extracts. 
and essences, and (subject to 


natural flavouring substances 
labelling as above), harmless 
must be prepared with 
tartaric of 


synthetic flavouring substances 
clean potable water, and ma 
and 


They 


contain citric, ortho-phosphoric acid, * per 


WHO AID FOR GREEK 


The World Health Organization has approved an estimated 
$25,000 supply programme for the prevention of epidemic 
disease on the earthquake islands in the lonian Sea. The 
supplies will include water purifiers, galvanized piping, rat 
poison and tetanus prophy lactics The programme was 
worked out in consultation with the Greek authorities b\ 
Dr. Duurt Rijkels, a staff member of the WHO Regional 
Office for Europe, who has visited the stricken area at the 
request of the Greek Government 

Dr. Rikels gives the following picture of conditions on the 
island: Excellent werk is being done by the Greek Govern- 
ment in bringing relief to the earthquake victims Food 
supplies are well organized and medical personnel of all 
categories is successfully dealing with the situation. The first 
aid emergency phase is now over and the Government has 
sent 6 teams, consisting each of a doctor, 4 nurses and 3 


sanitary engineers, to care for the wounded and to improve 


health conditions 
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the Chest as to length, form, and arrangement of illustrations 
to guide them in the preparation of the manuscript. The 
following conditions must be observed 

1. Five copies of the manuscript typewritten in’ English 
(double spaced) should be submitted to the Executive Director, 
American College of Chest Physicians, 112 East Chestnut 
Street. Chicago 11, Illinois, not later than 18 March 1954. 

2. The only means of identification of the author shall be 
a motto or other device on the title page and a sealed enve 
lope bearing the same motto on the outside enclosing the 
name and address of the author 

3. A letter from the Dean or Chairman of the Department 
of Medicine of the medical school certifying that the author 
is a medical student studying for a degree and that the con- 
tents represent original work. 


INFANT Moriattiry In 1951 AND 1952 


In connexion with the World Health Organization Epidem 
ological and Vital Statistics Report, Vol. V1, Nos. 5-6 (1953)* 
ii IS Interesting to note that the decline in infant mortalits 
continued in 1951 and 1952 in many countries of the world 
as the result of efforts undertaken by health authorities to 
improve conditions within their countries. Infant mortalits 
is indicative of the general state of public health within a 
country and the fact that infant mortality is still becoming 
lower 19 many parts of the world indicates that the general 
level of health is rising and that the world is moving towards 
one of the fundamental goals of the World Health Organi- 
zation 


*See Abstract on p. 783 of this issue 


AND FOR APRATED 


mitted’ colouring matter and preservatives. They must be 
impregnated with pure CO, in clean, hermetically sealed con- 
tainers. The acidity must not exceed a pH value of less than 

Saccharin may be used but not more than 1 part to 1.000 
parts of total sugar. calculated as sucrose. 

No mineral acid may be used other than B.P. ortho-phos 
phoric acid and not exceeding 0.06°, weight by volume 

Caffein may not exceed 150 parts per million. 

If quinine is added, it shall not exceed 100 parts per million 
or be less than SO parts, calculated as quinine sulphate 

No expression or design indicating fruit or natural truit 
juice shall appear on the label if the article contains any 
imitation or svnthetic flavouring 


EARTHQUAKE VICTIMS 


The number of victims is less than was originally feared 


Figures established so far are 200 known dead and 800 
wounded. of which about half are suffering from. severe 
injuries Bodies are still buried under the ruins, and the 


number of dead may well exceed 200 

Initially, about 4,000 people were evacuated to the main- 
land, but many are now returning home to see about repairing 
their houses and to harvest the wine crop. Their great need 


is housing. ‘Some of the villages. said Dr. Ruijkels, ‘look 
as if they had been subjected to combined heavy bombard- 
ment from sea and air. Elsewhere. damage is less severe. 


but I saw many houses that were nothing but 4 shaky walls 
covered by tarpaulins." 

The WHO relief programme has been determined in func 
tion of supplies already available in Greece and on the basis 
of the following considerations. Though as vet there are no 
signs of epidemic diseases, with bad housing and the disrup- 
tion of water supplies an outbreak is always to be feared, 
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Veriloid, a unique alkaloidal extract of the hypotensive prin- 
ciples of Veratrum viride, is effectively employed either orally 
or parenterally, depending upon the speed and degree of 
response required. These dosage forms give the physician 
complete flexibility in therapy. 


VERILOID PARENTERAL VERILOID ORAL 


Solution Intramuscular Veriloid 


Provides 1.0 mg. of alkavervir per c.c. in isotonic aqueous 


Veriloid (Plain) 


Thi is th in the h 
Given intramuscularly, a single dose significantly lowers the field. Veriloid is used in all types of hypertension of all grades 
blood pressure for several hours. This hypotensive effect of severity. Supply: Bottles of 100 and S00 2 mg. scored 


may be maintained for days by repeated injections. Supply: 
2 ¢.c. ampoules in boxes of 6 ampoules. 


tablets. 


Solution Intravenous Veriloid Veriloid-VP 


Containing 0.4 mg. of alkavervir per c.c., this preparation is Each scored tablet contains 2 mg. of Veriloid and 15 mg. of 


highly useful in che treatment of many hypertensive emer- phenobarbital. Valuable when sedation is desired and to 
gencies. It lowers the blood pressure promptly—and with 


i increase tolerance to Veriloid (plain) when side-actions are an 
relative safety—to any desired degree, with moment-to- 


moment control by the physician. Supply: 5 c.c. ampoules in obstacle to arriving at a proper dosage. In bottles of 100 
boxes of 6 ampoules. and 500. 
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and VICEROY of course | 


\ graciousness of bearing a sureness of 
manner a certain savoir faire... 


These things go hand in hand with the smoking 
of VICEROY — the choice of the discriminating 


smoker 


VICEROY 


PLAIN CORK FILTER 


For All Surgical Requirements 


including 


Davis and Geck Sutures 

Surgicraft Suture Needles 

Scialytic Shadowless Theatre Lights 

Optulle and Calgitex Surgical Dressings 

Sterling Rubber Gloves 

Zeal’s Thermometers 

S.E.S. Sterilizers 

‘Lawson Tait’ Bedsteads 

Eldorado Radium and Accessories 

‘Thackray’ Surgical Instruments and 
Hospital Equipment 


consult 


125-127 Boston House, 23 Orion House, 
Strand Street, 235 Bree Street 
pe Town. Johannesburg. 
P.O. Box 816. P.O. Box 2 
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ANASTHETIC ETHER 
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OF MEREBANK 


@ Guaranteed to conform to 
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British Pharmacopoeia and the Speci- 


fication of the South African Bureau 
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imported Ether. 
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12x | Ib. Amber Coloured Bottles, 
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For further information please write to the selling Agents 
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particularly in summer. Rats are another menace. A rapidly 
increasing rat population would not only make inroads on 
food supplies but might also spread such diseases as lepto- 
spirosis and endemic typhus. The list of supplies WHO is 
sending to Greece consequently includes water purifiers, gal 
vanized piping and rat poison. 

For purifying water, one million Halason tablets, 1,000 kg 
ot high test hypochlorite and 12 automatic hypochlorinators 
are being sent. The Halason tablets can be used immediate] 

one tablet will purity | litre of water. The hypochlorite 
could also be used for emergency purification, but is princi 
pally intended for the automatic hypochlorinators, thus for 
a longer-term programme of adding the correct amount of 


REVIEWS 


ANAILOMY OF AUTONOMIC NERVOUS SYSTEM 


Anatomy of the Autonomic Nervous System. By G. A. G. 
Mitchell, O.B.E., T.D., M.B. Ch.M., D.Sc. (Pp. 356 + 
xvi, with 131 figures. S5s.) Edinburgh: E. & S. Living- 
stone Lid. 1953. 
Contents: Foreword. Preface Acknowledgements 1. Historical Survey 
2. Jefinition—Terminology—Basic Arrangement 3. Development a 
Autonomic Ganglia, Cells, Fibres and Endings. $, Cortical Representation 
of Autonomic Nervous System. 6. The Connections of the ‘ Fronta 
Lobes". 7. The Hypothalamus. 8. Hypothalamic Connections. 9. Aut 
nomic Representation in Cerebellum, Brain Stem, and Spinal Cord it 
Blood Supply of Autonomic Zones in Central Nervous System 1h, The 
Parasympathetic Component 12 The Parasympathetc Component 
(Contd.) 13 The Parasympathetic Component (Contd.) 14. The 
Sympathetic Component 1S. The Sympathetic System in the Neck and 
Head 16. The Thoracic Part of the Sympathetic System 17. The 
Abdominal Part of the Sympathetic System 18. The Pelvic Part of the 
Sympathetic System References Index 
To all interested in the autonomic nervous system the name 
of Professor Mitchell is well known, for he has published 
very many and very good papers on the subject in the last 
2 decades; it is. therefore, a very happy task to welcome 
this book of his on the subject. The author must have spent 
countless hours patiently dissecting out the tortuous pathways 
of the nerve fibres, never accepting what had previously been 
handed down from book to book unless it was confirmed by 
the facts of his own careful work and observations. The 
result is an authoritative work that is thoroughly recom- 
mended. The section dealing with the central connexions of 
the autonomic system is probably the best in the book and 
the reviewer has vet to read a more adequate description which 
is enhanced by a very complete and up-to-date review of the 
literature. The illustrations are an especial feature of the 
book and enable the reader to follow without difficulty the 
descriptions in the text. The paper and type ease the visual 
effort of reading and the book is in every respect a reference 
volume that should be on the shelves of every phvsician, 
neurologist and anatomist 


HaNDROOK OF PArDIATRICS FOR STUDENT NURSES 


4 Handhook of Paediatrics for Nurses in General Train- 
ing. By Q. M. Jackson, S.R.N. (Pp. 100 + viii. 9s.) 
London: H. Lewis 


Contents 1. Prevention of Disease 2. Neo-Natal Clinics 3. Care of 
Babies. 4. Care of Children. §. Common Medical Conditions. 6. Common 
Surgical Conditions 7 Common Orthopaedic Conditions 8. Routine 


It would be difficult to find a better book on the care of sick 
children, than Miss Jackson's Handhook of Paediatrics for 
Nurses in General Training. The author has made no attempt 
to add to the many excellent text-books on Paediatrics, already 
in circulation. but. in conjunction with them, she has produced 
an illuminating and invaluable book for student nurses. 

In simple. intimate language. she offers her readers the deep 
wisdom and human understanding that many years of dealing 
with sick children has brought her. And between the lines 
of the necessary technicalities of her book, one sees her 
walking through the wards. comforting frightened little souls 
with her calmness and warm affection, and giving them confi- 
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chlorine solution to drinking water. According to specifica- 
tions supplied by the Government, a total of 10 kilometers 
of galvanized piping in various diameters is also being sent. 
The quantity of rat poison going to Greece from WHO 
is intended tor a 3-month campaign against an estimated rat 
population of 100,000 
Other items are 500 doses of tetanus toxoid, 3,000 doses of 


tetanus antitoxin, and 12 tents for the medical teams operating 
on the islands 


The equipment will be distributed by the Greek authorities 


and they will keep WHO informed about developments on 
the wslands 


BOOKS 


dence with her effortless efficiency. What better lesson than 
this, could there possibly be, for any student of nursing? 

I also feel that this is a book that every mother with small 
children should possess There is no over-abundance of 
technical terms to bewilder her. But there is a great deal of 
comfort to be derived from the knowledge that it only requires 
the flip of a page to tell her how to act in the case of some 
unforeseen emergenc\s 


CORSTETRICS 


1 Modern Practice of Obstetrics. By D. M. Stern, M.A, 
M.B.. B.Ch. (Cantab.), F.R.C.S., F.R.C.O.G. and C. W. F 
Burnett, M.D. (Lond), F.R.C.S.. F.R.C.O.G. (Pp. 248 

vin, with illustrations. 35s.) London:  Bailliére, 
Tindall & Cox 1952 


Contents 1. Normal Pregnancy 2 Abnormal Pregnancy 3. Normal 
Labour a Abnormal Labour 5 The Puerperium 6. Operative 
Obstetrics 7 The Newborn Baby 8. Radiology in Obstetrics 
Mortality Appendices Index 


The number of Obstetrical text-books for students are legion. 
With each appearance of a new head of a department there 
seems to appear a new text-book. Most of London's teaching 
hospitals have someone producing a book. The books are 
compiled differently yet, with few exceptions, give the same 
information Stern and Burnett's A Modern Practice of 
Obstetrics is no exception to this rule 

The book is well bound and compiled. It is easily read 
although in staccato fashion—and, from the student's point of 
view, the facts are set out in such a way as to make assimila- 
tion and reference really easy, as symptoms, signs and other 
aids to diagnosis are mostly tabulated. 

The chapter on relief of pain during labour (page 138) is 
all too short. Grantly Dick Read's work is dealt with (without 
reference) in a paragraph 

This new obstetrical book could be described as a valuable 
aid to one of the standard works 


JUVENILE DELINQUENCY 


Juvenile Delinquency. By J. D. W. Pearce, M.A., M.D., 
F.R.C.P.Ed., D.P.M. (Pp. 395 + x. 25s.) London 
Cassell & Company Limited. 1952 

Contents Preface 1. Historical Introduction 2. Symptomatology The 


Delinquencies 3. The Clinical Approach to the Delinquent, 4. Actiology 
The Factors in the Child. 5 Aetiology: The Factors in the Environment 
7 


6. The Growth of the Child he Origin and Nature of Susceptibility 
8 Classification. 9. Delinquent Character Resulting from Defect of Mind 
Intellectual and Moral 10 Delinquent Character Resulting from 
Instability f Temperament 1! Delinquent Character Resulting from 


Environmental Influences 12. Delinguent Character Resulting from Organic 
Disease 13. Delinguent Character Resulting from Anxiety and Unhappi- 
ness 14. Delinquent Character Resulting from Reaction-Formation 1s 
Delinquent Character Resulting from Psvchoneurosis 16 Delinquent 
Character Resulting from Psychosis 17. Delinquent Character Resulting 
from Other, Non-Classifiable Causes 18. Some Medico-Legal Considera- 


tions 19. The Law and the Delinguent 20 Treatment General 
Principles 21. Psychological Treatment 22. Probation 23. Punishment 
24 Environmental Treatment 25 Prevention 24 Recapitulation 
Appendices 


The preface, an excellent historical introduction, a_ full 
recapitulation, appendices and an index. make up a text-book 
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on juvemile delinquency of barely 400 
clear and easy to read 

Ihe author reveals his 
practical dealings with, and 
offenders un sucn a lucid and 
much more than a text-book 

He clearly develops the classification he 
usetul He unhesitating! his own Views, ¢.g., on 
the difficulties in labelling some children; schizophrenia in 
childhood; the importance of adequate selection of personnel; 
when a child, or young person, can be held responsible, o1 
culpable; and his support of East's view that the present need 
is tor an improvement in the quality of torensic psychiatric 
evidence, rather than tor legal reform 

His reports to the courts are clear and unambiguous, and 


pages. The print ts 


Vast eXperience of many 
especially placing 
fluent way that it 


years ol 
of, young 


makes this 


has found mos! 


S.ates 


he does not hesitate to state clearly just how much validit 
his findings probably have 

It becomes abundantly clear that ‘in no case should a 
diagnosis be made without a full-scale investigation . i 


short-circuit the eXamination is an ciementary but cardinal 
error’. As he further states, * There 1s a danger that in the 
demand which the courts, and others, make for wider services, 
therapists with insufficient traiming and experience may be 
saddied with therapeutic responsibilities too great for them 

Ihe chapter on prevention is outstanding. 

Ihis book can be confidently recommended to doctors. 
magistrates, probation officers, social workers, teachers and 
even to discriminating parents 


APPLIED MICROBIOLOGY 


Applied Microbiology, Vol. 1, No. 1, January 1953. (Pp 
1-59. Annual Subscription: 63s.) Pubished under the 
Sponsorship of the Society of American Bacteriologists 


Balumore: the Willams & Wilkins Company 1953 
Contents 1. Effect of Akcohols on the Mycological Production of Citric 
Acad om Surface and Submerged Culture 1. Nature of the Alcoho! Effect 
2 Effect of Alcohols on the Mycological Production of Cire Acid in 
Surface and Submerged Culture. Ul. Fermentation of Crude Carbohydrates 
3}. Infectious Hazards of the High Speed Blendor and Ther Elimination 
by a New Design. 4. A Multiple Loop for Large Inocula. 5$. Prolongatior 
of the Antibacterial Potential of Desinfected Surfaces 6. Antibiotics and 
Lactic Acid Starter Cultures ? Ihe Microtiological Degradation ot 
Plasticizers 8 The Preservation of Bacterial Cutures under Parathn Onl 
9. Microbiological Assay of Vitamin B with a Mutant Strain of 


Some Studies on Microbacteria from lowa Dairy 
Effect of the Carbohydrate Nutrition of Penicillin 
chrysogenum Q-176 12 A Microbiological 
Marrow and Muscle Tissue Obtained from 


Evcherichia coli 
Products 11. The 
Production by Penicilliaem 
Study of Lymph Nodes, Bone 
Slaughtered Cattle 
Applied Microbiology is a new publication which ts * designed 
for the publication of studies orientated towards the application 
of microbiological sciences to the field of industry, foods. 
sanitation, agriculture and other areas involving the use or 
control of micro-organisms with the exception of micro- 
biological aspects of animal and plant disease 

As would be expected the majority of the articles are 
intended for industrialists, but articles 4, 8 and 13 are likely 
to interest the bacteriologist and public health officer 


CuINICAL APPROACH 10 FEVERS 

Clinical Approach to Fevers. By C. J. McSweeney, M.D.. 

F.R.C.P.1., D.P.H. (Pp. 146 + vi. 10s. 6d.) London 

J. & A. Churchill, Limited. 1953 
Contents 1 Infection 2 Acute Throats s. Croup 4 Continued 
Fever (1). $§. Continued Fever (2). 6. Continued Fever (3) 7. Ervthema 
tous Rashes 8. Papular, Vesicular and Pustular Rashes (1) 9. Papular 
Vesiculer and Pustular Rashes (2) 10. Cough Il. Paralysis 12. Diarrhoea 
m Infancy 13. Viruses and Infectious Diseases 14. Treatment (General 
18. Specific Treatment of Fevers—Sulphonamides and Penicillin 16 
Streptomycin and the Later Antibiotics 17. Miscellaneous 18 The Pre 
vention of Disease 19. Control of Infectious Disease Index 


The author of this unpretentious little work, who is a recog 
nized authority on fevers, states that it was compiled from 
notes used by him in his clinical lectures and demonstrations 
to students and post-graduates 

Its rather sketchy nature convinces the reader that much ts 
lost when the notes are divorced from the living voice of the 
teacher, aided by illustrative examples of the diseases which he 
is describing. In spite of this basic defect and one or two 
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contradictory statcments which might have been eliminated by 
caretul proof-reading, there are many little pearis of wisdom 
to be found in its pages. 


ISONIAZID IN) TUBERCULOSIS 

Bulletin of the International Union Against Tuberculosis 
vol. XXU1, No. 1, January 1953. (Pp. 1-167.) Paris 

International Union Against Tuberculosis. 

One-Year Treatment of 
Isoniazid in the 


ixpericnce in the 
1Y¥S2 


mients 1. bsoniazid 
somecotime Acid HMydrazide 3 
sith a Review of Recent 
tsomazid in France im 


Tuberculosis 
Treatment ot 
United States 


will 
Tuberculos: 


4. Report on 


A Report on Research Carried out oF 
in Italy 6. lsomeotime Acid Hydrazide (lsoniazid, 1. N. H 
Ireatment in Pulmonary Tuberculosis 7. Results Obtained with Isoniazid 


1 Switzerland 


(his international symposium doves not claim to be the last 
word, Further stugy ts necessary before the final verdict is 
pronounced. The authorities agree that the drug has a 
markedly beneficial effect especially in exudative pulmonary 
tuberculosis, the best results being obtained in combination 
with streptomycin therapy, which retards the development of 
bacillary resistance. 

It is Suggested that 
toxicity, but this 


INH-resistant bacilli 
requires contirmation 


may be of low 
Owing to the fact 


that it is taken by mouth and has few side-etiects, INH is 
liable to be used indiscriminately. 
trolled administration. 


A plea is made for con- 


Year Book oF 


The 1952 Year Book of Pediatrics (June, 1951 May, 
1952). Edited by S. S. Gellis, M.D. (Pp. 423, with 112 
illustrations. $5.50.) Chicago: The Year Book Publishers. 


PEDIATRICS 


Inc. 1952. 

( ontents 1. latroduction 2. Ihe Premature and the Newborn 3 
Nutrition and Metabolism 4. Infectious Disease and Immunity 5 
Allergy 6. Dentistry and Otolaryngology Ophthalmology 8. Respira 
tory Tract +. Gastroutestinal Tract 10. Genitourinary Tract It. Heart 
end Blood Vessels 12. Blood 13. Endocrinology 14. Orthopedics 
1S) Dermatology 16. Neurology and Psychiatry 17. Therapeutics and 
Toxicology IX. Miscellaneous Index 


The current Year Book under new editorship maintains the 
high standard of previous editions and provides a valuable 
review of paediatric trends for the past year. The task of 
discrimination and selection from the vast amount of literature 
in this field is indeed a formidable one, but has been success- 
tully overcome. The abstracts are, as usual, clear and concise 
An interesting and useful innovation has been introduced in 
the appending to many articles of criticism and comment by 
recognized authorities in the special fields. 

The Year Book is a landmark in paediatric publication and 
an almost essential annual acquisition to all paediatricians and 
others interested in this branch of medicine 


Eve, Ear, Nost 


Year Book of the 
(October, 1951—September, 1952) 
Vail, BA. M.D., D.Oph. (Exon.), 
(Hon.) and John R. Lindsay, M.D. 
Chicago: The Year Book Publishers, 

€ ontents Part The Eve l 

ind Adnexa The Conjunctiva 

Lens and Cataract 6. Refraction and Motility 

%. Neurology and Visual Fields % The Retina 10 

Surgery 12. Therapy 13. Miscellaneous 
The Ear 14. Hearing and Hearing Tests 1S. Vertigo, Deaf 

Méniére’s Disease 16. Tubal Function and Otitws Media 17 

clerosis and Fenestration. 18, Facial Paralysis 19. The Parotid Gland 

Miscellaneous 
Parr The Nose and Throa 4 

Oropharynx and Nasopharsnx 23. 

Trachea, Bronchi and Esophagus a 

Index to Authors 


This 1982 publication, one of a series of 14 medical year 
books issued by the same publisher, consists of over 300 
summaries of publications by various authors, of which more 
than half are concerned with the Eve, and the rest are about 
equally divided between the Ear. the Nose and the Throat 
Most of them are short but the book includes an article on 


AND THROAT 


The 1982 Eve, Ear, Nose and Throat 
Edited by Derrick 
F.A.C.S.. F.R.C.S 
(Pp. 455. $6.00.) 
Inc. 1953 
Fibroplasis 2 
and Cornea 4 The 


Retrolental The Orbu 


Optic 


1. The Nose and Sinuses. 22. The 
he Larynx and Hvypopharynx a4 
Allergy 26. Miscellaneous Index 
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Retrolental Fibroplasia reprinted from Amer. J. Ophthal 
mology, which covers 36 pages of the present year book 
This is a presentation of the facts and ideas which have been 
published about retrolental fibroplasia since it was first des- 
cribed in 1942. 

The book is of a convenient size and clearly printed and 
set out. It is embellished with 129 illustrations. 


Pusiic-Heatin Aspects OF INFECTIOUS AND SeRUM Hepatitis 


Technical 
Geneva: World 


Expert Committee on Hepatitis 
Report Series No. 62. 
Health Organization. 


First Report. 
(Pp. 26. Is. 6d.) 
1983. 


Contents: 1. Introduction. 2. Terminology 3. Differentiation 
infectious and serum hepatitis. 4. Hepatitis viruses A and B 
to physical and chemical agents. 6 


between 
Resistance 
Viruses causing hepatitis in animals 
Natural and artificial methods of spread of virus. 8. Epidemiological 
information. 9. Control measures of infectious hepatitis 10. Prevention 
of spread of hepatitis viruses A and B by human blood and its products 
11. Measures to ensure the safety of medical procedures involving parenteral 
penetration 12. Fields in which research work on hepatitis i especially 


indicated Acknowledgements Annex 1 Annex 2 


Infectious hepatitis and serum hepatitis have been recognized 
with increasing frequency throughout the world. In some 
epidemics there has been a relatively high mortality, and these 
diseases have become of social and economic importance. In 
this report the existing knowledge regarding the etiological 
agents. their methods of spread and the general circumstances 
under which these diseases are apt to occur is briefly reviewed 
in order to guide physicians. surgeons and health officers in 
methods of control and prevention 

The ease with which both infectious and serum hepatitis 
have inadvertently been transmitted from one person to 
another as a result of the increasing use of parenteral forms of 
therapy. has been given special consideration by the committee 
The report particularly stresses the dangers of serum hepatitis: 
it is recommended that * national health authorities should call 
the attention of the medical profession in their countries to 
the dangers of transmitting hepatitis by transfusion of plasma 
and whole blood. and also by the use of certain blood- 
derivatives. and should advise that plasma. particularly large- 
pool plasma. should not be used unless the advantages likels 
to be gained by its transfusion outweigh the risk of trans- 
mitting the disease 

The value of current methods of inactivating virus in plasma 
(for example. by ultra-violet irradiation) is assessed. and 
measures to ensure the safety of medical procedures involving 
parenteral penetration are recommended 


OBSTETRICS AND GYNAPCOLOGY 


The 1982 Year Book of Obstetrics and Gynecology (July 
1951-June, 1952). Edited by J. Greenhill. B.S.. M.D 
F.ACS. (Pp. 875. §8.50.) Chicago: The Year Book 
Publishers. Inc. 1952 
Contents: Part I 
4. The Newborn 
Part Il. Gynecology Genera! Principles. 6 Diagnosis Infertility 
8. Operative Technic 9 Infections 10 Benien Tumors and Fndo 
metriosis 11. Special Ovarian Tumors 12. Mahenant Tumors 13 
Menstrual Disorders 14. Endocrinology Index 


Obstetrics 1 Pregnancs 2? Labor Puerperium 


« 


The appearance of the Year Book of Obstetrics and Gvynae- 
cology, for some time now so ably edited by Dr. Greenhill 
is universally welcomed by gynaecologists each year 

As ever the most interesting articles have been sifted out 
from the vast quantity of world literature and abbreviated in 
a masterly fashion 

The editor's comments on each subject and the concise 
summary of his views are as usual the high-light of the book 
The reader will find that he tends to read them first in many 
instances and to fee! that perhaps more of the editor’s views 
would be appreciated even at the expense of omitting some 
of the literature quoted All the many controversial subjects 
in obstetrics and gyniecology are discussed and the author 
gives his opinion based on his own experience. An interesting 
example is in cases of labour following previous Caesarean 
section. Greenhil] now definitely favours repeat section 7 to 
10 days before expected labour. the date being very carefully 
estimated. Mortality for elective section ts almost nil whereas 
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with vaginal 
uterus. 

Once again its many readers will not be disappointed in the 
1982 edition of the Year Book. It more than lives up to the 
high standard of its predecessors. 


delivery there 1s always the risk of ruptured 


MALARIA TERMINOLOGY 


Malaria Terminology. Report of a Drafting Committee 
Appointed by the World Health Organization. By Sir 
Gordon Covell, C.LE., M.D., Paul F. Russell, M.D.., 
M.P.H.. and N. H. Swellengrebel, D.Sc. (Pp. 82. 5s.) 
Geneva: World Health Organization. 1953. 

Contents: Introduction. Part 1. Commentary 1 


and the infections to which they give rise. 2 
community. 3. Terms applied to the vector 


The malaria parasites 
Malaria in the human 
Pert H. Glossary. References 


The need for a standard nomenclature in malariology was 
recognized by the Malaria Commission of the League of 
Nations The Commission's Report on Terminology in 
Malaria, published in 1940 and now out of print, has recently 
been revised by a drafting committee appointed by WHO 
and has been issued as No. 13 in the World Health Organiza- 
tion: Monograph Series. This monograph represents a guide 
for malaria workers since it describes what amount to 
standardized procedures in epidemiological inquiries on 
malaria. Such standardization seems particularly necessary for 
the objective assessment of results of malaria-control cam- 
paigns and for the comparison of these results in various 
countries. 

Malaria terminology is in two parts 
on the terms used by malariologists excluding, however, 
those for engineering techniques. spraying apparatus, and 
drugs employed in malaria control--and the second, a simpli 
fied but comprehensive glossary, which serves as an index 
to the former. Part I falls into three sections, covering the 
malaria parasites and the infections to which they give rise, 
the measurement of malaria in the human community, and 
the malaria vector itself —Anopheles 

The zoological nomenclature of the parasites is clarified; 
the tissue stages of plasmodia are illustrated in a series of 
figures; the chief rates and indices used in measuring endemi- 
city are defined; and a systematic method of age-grouping and 
a schema for classifying data on splenomegaly are given 


the first, a commentary 


THE OFSOPHAGUS 


Diseases of the Esophagus. By Philip Thorek, M.D., 
FACS. F.LCS. (Pp. 140 + x, with 102 illustrations 
80s.) Philadelphia; London; Montreal: J. B. Lippincott 
Company. 1952 


DISEASES OF 


Contents 1. Anatomy Physiology ; 
4 General Surgical Considerations § 


Fxammation and Diagnosis 
Congenital Defects. 6. Diverticula 

Achalasia (Cardiospasm) & Esophageal Hiatus Hernia (Diaphragmath 
Hernia) 9 Esophageal Varies (Portal Hypertension) 10, Mahgnant 
Tumors 1!) Benign Lesions 12) Miscetlaneous Lesions Biblography 
Index. 


This is a book which should prove of inestimable value to 
the surgeon dealing with lesions of the oesophagus. 

Although it is briefly written. containing only 120 pages 
of reading matter. a comprehensive bibliography is inserted 

The great merit of this publication lies in the 102 figures. 
which are not only of a high artistic standard, but convey far 
more information than any written words. 

The first chapters deal with the anatomy of the oesophagus, 
and the physiology of swallowing. General aspects, such as 
the examination of the patient, radiological examination and 
oesophagoscopy. are rather summarily dismissed 

Various developmental. traumatic and malignant lesions are 
discussed. 

The chapter on diaphragmatic hernia. which ts of particular 
interest, commences with a description of the types of hernia 
and is followed by a discussion of the different methods of 
Operative repair The inclusion of some of the results of 
surgical treatment would have proved a valuable addition to 
this chapter 

The section on the management of carcinoma of the oeso 
phagus. although particularly well illustrated, is more of a 
description of surgical operations in use than a survey of the 
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treatment of the disease. This is typical of the whole book. in 
which all the emphasis ts laid on the surgical technique 

The author's style ts good and eminently readable, and the 
presentation of the book ts excellent 


NEUROPHYSIOLOGICAL Basis OF MIND 
The Neurophysiological Basis of Mind. By John Carew 
Eccles. Being the Waynflete Lectures delivered in the 
College of St. Mary Magdalen, Oxford, in Hilary Term 
J9S2. (Pp. 314 + viii. 25s.) London: Oxford University 
Press 19583 
|. The lor Hypothesis and the Resting Membrane 2. The 
ypothesis and the Active Membrane Transmission acre 
Junctional Regions 4. The Electrophysiology of the Neurone 
Transmission in the Central Nervous System 5. Central 
or Co-ordinat of Reflexes, and Transmission of Informatior 
6. Prolonged Functional Changes (Plasticity) in the Nervous Systen 7 
The Cerebral Cortex s The Mind-Brain Problem. References and Author 
Indes Index 


The last line of this notable books reads the nature of man 
is the ultimate quest of science * and this is the essential theme 
that gives the work its title and the goal the author leads up 
to through the established, but not yet well-trodden paths. of 
neurophysiological knowledge. Sherrington and Adrian. the 
illustrious neurophysiologists. Russell Brain, the distinguished 
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neurologist, and others, have essayed similar tasks, each in 
their own inimitable fashion, and this volume, embodying the 
Waynflete Lectures delivered at Cambridge in 1952, is a 
worthy addition to the group. There was a time when neuro- 
physiologists were frequently criticized because they failed to 
interest themselves in the functional changes that must form 
the basis of such enduring reactions as occur in learning, 
conditioning and memory. but with the newer methods of 
investigating the electrical activity of the brain and other 
available techniques the problem is receiving increasing atten- 
tion from many workers of outstanding talent, among whom 
Professor Eccles occupies a pre-eminent place. Expounded 
with a clarity of thought and direct simplicity in the use of 
words we have here one of the best, most up-to-date and 
complete accounts of all that is known about the basic con- 
cepts ino neurophysiology Starting from the simplest event 
of conduction along the nerve fibre and working up to the 
very complicated cerebral neuronal mechanisms the author 
states the hypotheses. gives all the available experimental 
evidence and draws his conclusions in a fashion that makes 
surprisingly easy reading for so difficult a subject, perhaps 
because his style and the obvious theme in the background 
maintain the reader's interest, and even enthusiasm, to accom- 
pany the author from first to last. A thoroughly recommended 
book that will appeal not only to the esoteric physiologist and 
neurologist but also to every doctor and student of medicine 


CORRESPONDENCE 


GENERAL PRACTITIONERS AND SPECIALISTS 
To the Editor: As one who has been in medical practice in 
South Africa for over 30 years, I feel that the present con- 
troversy in which the general practitioners tend to blame the 
specialists for undue competition and for the plight in which 
the general practitioners find themselves, is not going to do 
the profession any good, and it is a great pity that this 
method of ventilating true or imaginary grievances should 
have been adopted. Surely it is not always wise to insist on 
the letter of the law, and it might have been more expedient 
to settle all our differences in our own family group. It 1s 
a dangerous procedure to publish to the world that one 
section of the profession is hostile to the other, for this would 
damage any confidence which the lay public may still retain 
in the profession, and tend to drive them still further into 
the clutches of the quacks 

To a large extent the differences are cconomic. When | 
started practice in 1921, I think the total number of doctors 
in South Africa was about 800, and a visit to the patient was 
7s. 6d. and consultation at the rooms Ss. (country practice) 
To-day the number of doctors is approaching 5,000, a con- 
sultation in the rooms is 10s. 6d. and a visit to the patient 
ts 12s. 6d. to 1Ss.; yet the pound to-day buys about one-third 
of what it did then, if not less 

Our medical schools are turning out graduates at an alarm 
ing rate, if consideration is taken of the slow increase of the 
population. There scems to be no control over the numbers 
graduating in medicine in relation to the requirements of the 
country. New graduates are allowed to drift about on their 
own and settle where they think best. Economic necessity 
brings with it certain professional abuses, about which we are 
well informed, and which have done the profession infinite 
harm 

All these questions should however be thrashed out in ow 
own circle, not in public The general practitioners who 
fondly imagine that they would have thriving practices once 
the specialists were Cone away with would do well to ponder 
the question why the public is prepared to pay a large fee 
to see the specialist if they can get the same service from the 
general practitioner for a much smaller fee 

Old un 
August 1983 


D.H 
Impey. He takes a 


To the Editor: WW was with amusement that I read Dr 
Thomson's letter and his attack on Dr 
great deal for granted 


The statements that ‘we do not fear the competition of the 


specialist’ and that ‘we welcome the competition that he 
fears for us’ are not borne out by the general consensus of 
opinion. As a self-appointed spokesman for the general practi- 
tioners, he is sadly lacking on the knowledge of what is 
happening in the bigger centres 

Snug and secure in a little country town, far away from 
any specialist and brimming over with confidence and *com- 
petitive’ spirits, he has no fear of unfair competition because 
to him it is meaningless; but let him settle in some big city 
and he will soon join the ranks of the majority whose cause 
at present he professes to champion 

C. Immerman 

11 Allenby Road, 
Selborne, 
East London. 
27 August 1953. 


The letter under the heading * Specialists and General Practi- 
tioners *, published in the Journal of 22 August 1953 over the 
nom de plume * Specialists’, was written by Mr. A. Culiner. 
M.D., F.R.C.0.G., of 805 Medical Centre. Jeppe Street, Johan 
nesburg, and Mr. J. Lannon, F.R.C.S.. of 48 Lister Buildings. 
Jeppe Street, Johannesburg.— Editor 


THE AMPHETAMINE COMPOUNDS 


To the Editor: Rapid advances are being made in the medical 
sciences, not the least in the introduction and trial of drugs 
of the most varied types. Teachers of theoretical and applied 
pharmacology are hard put to keep pace with the continual 
advances and changes being made. Reliance has therefore 
to be placed on published reports from reputable investigators 
or therapeutic trials committees for information on drugs. 
and even then, since the reported number of cases investigated 
may not be adequate and the experience limited, further 
reports must be awaited. And so, in the case of the 
amphetamine compounds, until the promised * series of figures ~ 
is published by Dr. B. G. Shapiro to * debunk’ the alleged 
dangers of this group of drugs, one must accept the statements 
of the Council on Pharmacy and Chemistry (N.N.R.) and 
other authorities such as those mentioned in your Editorial 
(1953): 27, 483. The original references on which the editorial 
is based should be studied by the critics 

N. Sapeika 
Department of Physiology and Pharmacology. 
Medical School. 
Mowbray 
z September 1983 
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NOW 


Methyltestosterone 


in two oral forms 


OR ETON-M 


(Chemically identical with TESTOVIRON Brand) 
Buceal Tablets, 


a new buccal preparation, have been 
added to our buccal hormone series. 
Methyltestosterone dissolved in the solid 
solvent base, POLYHYDROL, assures 
complete absorption for maximal an- 
drogenic effect. Tablets of 10 mg. bottles 
of 30 and 100. 


ORETON-M 


(Chemically identical with TESTOVIRON Brand) 


Tablets. 


as previously available, permit wide 
flexibility of dosage utilzing the con- 
ventional oral route. Tablets of 10 mg.. 
25 mg. and 50 mg.. bottles of 20 and 100, 
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MANUFACTURED IN THE UNION OF SOUTH AFRICA BY 
SCHERAG PTY.) LIMITED, JOHANNESBURG 
FOR AND UNDER THE FORMUL4 AND TECHNICAL SUPERVISION OF 
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Allen & Hanburys Ltd be & 

British Drug Houses Ltd withow 
Burroughs Wellcome & Co Pack: Each “ gramme " contains 500,000 units 
Evans Medical Supplies Lid streptomycin sulphate and 500,000 units 
Imperial Chemical (Pharmaceuticals) Ltd dihydrostreptomycin sulphate. Boxes of 


Pharmaceutical Specialities (May & Baker) Ltd 5 vials. 


Manufactured by 


THE DISTILLERS COMPANY (BIOCHEMICALS) LTD., Liverpool, England 
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cin sulphate 
sulphate 
for prolonged theraPY 
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wit yeauce toxictly 
ot 
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the same effect 
as either antibioue alone 
put the amount ol each 
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reaction associated with 
alone 
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A combination 
ot qualities 


The clainis ot “Dettol’ do not rest on any single quality desirable 


In an antiseptic, but rather upon the combination of several 
essential properties. It can be used at fully etfective strengths 
with satety, that is, without risk ot poisoning, discomtort 
or damage to ussue. It retains a high bactericidal potency 2 


in the presence ot blood, it is stable, and agreeable in use. 


DETTOL 


THE MODERN ANTISEPTIC 
RECKITT & COLMAN (AFRICA) LID... PO. BOX 109° CAPE TOWN 


Use ‘KODAK’ X-Ray 


Chemicals for Improved 
Radiograph Quality 


D.19b ‘KODAK’ DEVELOPER POWDER 


is a rapid and clean working developer. Ready 
-compounded according to specified formule, 
the components have merely to be dissolved in 
water 


D.19bR ‘KODAK’ REPLENISHER POWDER 


provides an economical method of maintaining 
the strength of DI9b developer solution, thus 
considerably increasing its working life. 


‘KODAK’ X-RAY ACID FIXING SALT WITH HARDENER K re] D A K 


stops development immediately, minimises the risk of stain 
(SOUTH AFRICA) LIMITED 


and has a long useful life 
CAPE TOWN - JOHANNESBURG - DURBAN 
‘Kodak’ is a registered trade-mark eS 
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Effective eliminations of endogenous 
ULTRASONIC THERAPY INSTRUMENT 


Asynergistic combination 
of Bile Extract, Yeast 
and Lactic Ferments. 


For Sale 
Practically new “ULTRA OMNIA” perfect 
© Indicated in order. Doctor owner gone overseas. Price £200. 
CONSTIPATION, 
An) INTESTINAL Can be inspected by appointment. 
STASIS and 
© ALIMENTARY Therapist can be trained in our clinic if desired. 
my TOXAEMIAS. ° 


Ipply to 
> ULTRASONIC INSTRUMENTS 


Literature and sample on request tablets. R 
(PTY.) LTD. 
M. & J. Pharmaceuticals (Pty.) Ltd. : 
P.O. Box 784 Port Elizabeth 95 Manners Mansion-, Corner Joubert & Jeppe Street=. 
Associated with MENLEY & JAMES LTD., LONDON Johannesburg 
Agents for DISTRIBUTORS OF THERAPEUTICAL & INDUSTRIAL 
The Anglo-French Drug Co. Ltd., ULTRASONIC EQUIPMENT 
11 & 12 Guildford Street, London, W.C./ 


POST GRADUATE When the nec 


For South Africcn Practitioners 
ew Are you preparing for any Medical, 
Surgical or Dental Examination? which has the advantage of stretching in all directions to afford full and even 
Send Coupon below for valuable publication Support with every movement of the limb. 


NOW AVAILABLE EX LOCAL STOCK : 


ELASTIC BANDAGE 24” X 2b yd...ea. 6- 
3” X yd...ea. 7/6 


“GUIDE TO MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 

etediciac. no strap or binding needed each 13 
Distome in ELASTIC ARCH BINDER per pair 6- 
ahi Also ELASTIC SURGICAL STOCKING, made to patient's 
all Dental THE own measurements : 

naminations. MEDI 
All South African Medical CORRESPONDENCI THIGH LENGTH .. 34- each 
KNEE LENGTH .. 27 - each 
19 Welbeck Street. 


London, W.l Stock sizes always on hand 
Odtainabie from all chemists or from Sole Distributors 
© Great Britain . Please send me a copy of you ia South Aire 

xamina Guide to Medical Examinations 


by return B. OWEN JONES, LIMITED 
a . - PO Box 8127, JOHANNESBURG P.O. Box 36, BOKSBURG 
PO. Box 679. EAST LONDON P.O. Box 434. CAPE TOWN 
Natal Representatives 


STUART JONES & DAVID ANDERSON. LTO 
P.O. Box $57 DURBAN 


Address 


FEramimnations in which interested 


South African Offices: P.O. BOX 2239, DURBAN, NATAL. 
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WHAT DOES TOMORROW 
HOLD FOR YOU? 


Association 
of South 


Whatever you wish to insure 


do it through your own 


MEDICAL INSURANCE AGENCY 


All forms of Insurance Business undertaken 
with companies of repute. 


Tell us your insurance needs and we will 
make the necessary arrangements. 


THE MEDICAL INSURANCE AGENCY 
(M.A.S.A.) 


P.O. Box 643. = Cape Town Telephone 2-6177 


I am interested in insuring my 


Kindly send me details or arrange for me to be visited. 


NAME (Block Letters) 
ADDRESS 


Fill in this coupon and post to the Medical Association 
of South Africa—Medical Insurance Agency. 
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WAT VAN DIE DAG VAN 


Hereniging 


Wat u ookal wil verseker 
doen dit deur u eie 


MEDIESE 
VERSEKERINGSAGENTSKAP 


Versekeringsbesigheid van alle soorte word 
met betroubare maatskappye geplaas. 


Laat ons weet wat u wil verseker en ons 
sal die nodige reélings tref. 


DIE 
MEDIESE VERSEKERINGSAGENTSKAP 
(M.V.S.A.) 


Posbus 643 ' Kaapstad Telefoon 2-6177 


Ek stel belang in die versekering van my............. 
.... Stuur asseblief besonderhede of tre 


reélings dat ek persoonlik besoek word. 


NAAM ( Drukletters) 
ADRES 


Vul hierdie koepon in en pos dit aan die Mediese 
Vereniging van Suid Afrika——-Mediese 
Versekeringsagentskap. 
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AGENCY DEPARTMENT 
KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177:P.0. Box 643, Telephone 2-6177 
PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1276) S.W.A. Well-established prescribing practice. Cash 
income 1952, £3,832. THIS IS AN EXCELLENT OPPOR- 
TUNITY to acquire a very good practice with full scope 


for surgery at an exceptionally low premium as the owner 
wishes to sell as soon as possible in order to specialize 


Premium for goodwill, instruments and surgery furniture 
£800. Terms possible 
(1280) Eastern Cape dispensing practice with large native 


population. Gross receipts £3,151. Premium required £1,000 


including large stock of drugs, fittings and furniture. Terms 
possible 
(1356) Very well established CAPE TOWN SUBURBAN 


PRACTICE. Outright sale or alternatively partnership share 
available to Gentile purchaser. Excellent opportunity to 
acquire a good class practice. Details on application. 
(1399) Transkei. Uns*pposed prescribing practice. 

1950/51/52—-£3,887 18s. 10d., £4,814 2s., £5,064 
appointments. Practically no night work. 
for goodwill £2,000 
possible 
(1434) 


Receipts 
5s. 6d. Two 
Premium required 
Large house for sale at £3,000. Terms 


South Western Cape Well-established dispensing 
practice. Receipts £3,755 p.a. £3,500 required for house. 
practice, drugs, surgery furniture and some instruments 
Terms available. Three appointments. 

(1436) Goedgevestigde Karoo-praktyk. Ontvangste ongeveer 
£3,000 p.j. D.S. en M.O.H. aanstellings. Koopprys £1,500 
wat voorrade insluit. Gerieflike woning met spreekkamers 
beskikbaar teen besonder billike huurgeld. 

(1437) Prescribing practice in Transkei, 90° native and there- 
fore cash. Gross takings over £2,000 p.a. including contract 
of approximately £150 p.a. Little night or week-end work, 
definite scope for expansion. No surgery and little maternity 
done. Easy travelling distance from sea. Surgery for hire at 
£5 p.m. Owner going overseas and therefore prepared to 
sacrifice at £600 for quick sale. 

(1446) Transkei. Well-established prescribing practice in beau 
tiful and pleasant township with mild climate. Electricity 
Waterborne sanitation. Easy reach of sea. Cash receipts 
1951-S52—£3,022, £3,600. Premium required £650. House for 
sale. Bond can be arranged 

(1424) Westelike Provinsic. Praktyke met uitstekende voor 
uitsigte. Besonderhede op aanvraag. 

. 


JOHANNESBURG 
Medical House, § Esselen Street, Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat Telefone 44-9134-5, 44-0817 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 

(L/V413) Assistant required for country practice near Johan- 
nesburg. Hospital facilities. Definite view to partnership 
Preferably Gentile doctor, capable of doing surgery 

(L/419) Reef hospital town Assistant required as from | 
September. Own car necessary. Preferably experienced man 
(L/V420) Locum for the month of October. Must have own 
car. Salary £2 12s. 6d. per day, free petrol and oi! and 
board and lodging and £10 pm. car allowance. Will suit 
newly qualified man 

(L/V421) An assistant is required for a very large European 
practice in Johannesburg, mainly Afrikaans-speaking patients 
Will suit a newly qualified man. Excellent prospects 


(L/Vv423) OVS Plaasvervanger benodig vir tydperk 4-6 
maande, weens sickte van vennoot. Moet Afrikaans-sprekend 
wees, cre kar gebruik en verkieslik ongetroud wees.  Salaris 
t2 2s. per dag, vry lostes en petrol en olie 6d. per my! 
vir ritte verder as 3 myl 

(L/V425) OFS. Locum required for September Salary 
t3 3s per day, and all found. Own car necessary 

PARTNERSHIP OFFERED 
(P/O21) Half-share in essentially English-speaking private 


Preferably 
Premium £2,500 


practice in Johannesburg 
vears’ experience 


Gentile with 3 or 4 
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: AGENTSKAP-AFDELING 


ROOMS TO LET 
Johannesburg. Consulting room and waiting room to share 
with general practitioner, in medical block, centre city. Fully 
furnished 


PRAKTYKE TE KOOP: PRACTICES FOR SALE 
(Pr/S81) Oos-Vrystaat. Geen opposisie. D.G. aanstelling teen 
£425 p.j. Jaarlikste inkomste £2,500. Premie van £750 sluit 
praktyk-toerusting, instrumente en medisyne in. As volg 
betaalbaar: £300 kontant en balans op maandelikse paaie 
mente, die bedrag waarvan onderling gereé! kan word. 
(Pr/S82) Excellent non-European practice near Johannesburg. 
Established in 1944. Average annual ner income £2,700 cash. 
Premium required is £2,000 and terms can be arranged. Pre- 
mium includes contents of surgery and maternity ward. 
(Pr/S78) Oud-gevestigde Vrystaatse praktyk met D.G. aan- 
stelling Gemiddelde jaarlikse inkomste oorskrei £4,000. 
Premie van £2,000, sluit medisyne en apparate in. Uitstekende 
geleentheid vir ‘n jong man 
(Pr/S84) Pleasant town in Northern Transvaal, with hospital 
facilities. General practice which was run by seller for 10 
years besides a large non-transferable mine appointment. The 
appointment did not allow time for any Native work—only 
tor very tew district calls. Net cash income over £1,200 per 
year though only few hours daily were spent in this practice. 
Premium £500 on terms. Excellent start for young man 
(Pr/S85) Progressive Transvaal dispensing practice. Excellent 
surgical facilities. Average gross income £3,500 per annum 
Premium required £2,500 and the following terms could be 
arranged: £1,250 deposit and the balance over a period of 18 
months, starting 3 months after cash payment. The premium 
includes drugs, furniture and fittings, estimated at £800. Two 
transterable appointments worth £230 per annum. Scope for 
expansion 
(Pr/S87) Wes-Transvaal. Uitstekende praktyk. Gemiddelde 
jaarlikse inkomste oorskret £3,000. Woonhuis en spreek- 
kamers te koop of te huur teen £14 en £11 per maand, onder- 
skeidelik. Premie verlang is £1,500 en terme kan gereé!l word 
Skryt om volle besonderhede 
(Pr/S88) O.V.S. Algemene praktyk met D.G. aanstelling 
Geen opposisic. Jaarlikse inkomste ongeveer £3,500. Premie 
van £1,750 sluit in groot voorraad medisyne, instrumente en 


meubels. Hterdie is ook ‘n ougevestigde praktvk 
. 
DURBAN 


112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(PD13) Natal Lower South Coast practice, near Pondoland 
border, suitable for retired doctor. Area developing and large 
Police holiday camp in vicinity. Excellent climate and very 
good fishing. Premium required £400, includes good stock of 
drugs and dressings, instruments and dispensary furniture. 
House for sale £1,800, including stand of one-third morgen 
Bond available. For immediate sale. Owner having taken a 
full-time appointment. 

(PD15) General practice established 1941 at pleasant residen- 
tial and seaside resort about 10 miles south of Durban 
Annual income approximately £1,000. No major surgery, 
minimum of minor surgery and only emergency midwifery 
being done at present. Brick house with consulting room 
attached, for sale at £5,250. Owing to ill health owner wishes 
to retire from practice as scon as possible. Premium £1,000 
including drugs, surgery and dispensary furniture. 

(PD20) Natal South Coast. General mixed prescribing practice 
Premium £1,000 plus £200 for full equipment of 2 surgeries 
Large proportion of the patients are European visitors, and 
Indians. A _ lucrative Native practice could be built up if 
dispensing was carried out. Immediate introduction 

(PD21) East Griqualand. General mixed practice with net 
profit of £3,000 annually. Premium £1,900, terms if required 
Excellent opportunity for newly qualified practitioner 

(PD22) Natal. Prescribing and dispensing country practice. 
Total gross receipts for 1951, £3.344 15s. 9d: 19§2, 
£2,817 10s. 6d.; 1953 (3 months), £846 6s. 10d) Premium 


| 
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£1,500, includes drugs, consulting room furniture and instru- 
ments. House for sale £5,500. 

(PD23) Natal. Prescribing practice particularly suitable for 
a woman doctor interested in obstetrics and gynaecology 
Total gross receipts for 1950, £1,570: 1951, £1,595; 1952, 
(6 months), £1,340; 1953 (3 months), £382. Premium £1,250, 
includes furniture, fittings, instruments, drugs and existing 


book debts 

PARTNER REQUIRED 
(PDX) Genera! Practitioner in Durban offers partnership pre- 
ferably to one with experience. Capital necessary. 


ASSISTENTE PLAASVERVANGERS VERLANG 
ASSISTANTS LOCUMS REQUIRED 

(138) Assistant required immediately in general country practice 
near Pietermaritzburg. £1,000 per annum. Two appointments 
Very little surgery or midwifery. Should possess own car. 
(139) Locum required Natal country practice. 30 August to 
30 September Must be bilingual and possess own car. 
£2 1l2s. 6d. per day, all found 
(140) Assistant immediately until end of year. Partnership of 
four. Experience in anaesthetics a recommendation. Hospital 
facilities available. Salary £100 per month. 


(ily of Bulawayo 
VACANCY FOR DEPUTY MEDICAL OFFICER OF 
HEALTH 


Applications to be submitted to the undersigned by 18 Sep- 
tember 1953. Salary grade £1,344 x £80—£1,744 a year 
plus a cost-of-living allowance of approximately 114% and 
children’s allowances of £30 a year for the first child and 
£24 a year for each of the second and third children. 

The duties will be to assist the Medical Officer of Health 
with the administration of public health, and the medical and 
health services undertaken by the Municipality, which include 
a European Infectious Diseases Hospital, Native Venereal 
Diseases and Infectious Diseases Hospitals and Clinics for all 
sections of the people, and such other health services as may 
be undertaken by the Ceuncil from time to time. Applicants 
must give full particulars of medical degrees and be in pos- 
session of the Diploma of Public Health. 

Applicants should state age, whether married or single and 
earliest date on which duties could be commenced. Details 
of qualifications and a summary of training and previous 
experience should also be furnished, together with copies of 
not more than 3 recent testimonials and a medical certificate 
of fitness 

The successful applicant will be required to provide his own 
car for the use of which on Municipal business the Council 
at present pays a transport allowance of £15 15s. 10d. a 


month 
E. S. White 
Advert. No Town Clerk 


22 August 19 


Practice for Sale 

At present operated by a woman doctor, established just over 
a year. Rooms in Central Square block, Pinelands, Cape. 
Spacious surgery, waiting room, laboratory and dark room, 
complete with modern fittings and equipment. Rent £16 
monthly. Equipment, instruments and drugs valued at £461. 
Furniture and fittings and typewriter £260; goodwill £100. 
Ample scope for expansion. Owner leaving to take up hospital 
appointment. For further particulars write ‘A. R. R.’, P.O 
Box 643, Cape Town 


Prakiyk te hoop 
Karroo praktvk. Inkomste per jaar + £2000. Jong praktyk 
wat nog baie ultgebrei kan word. D.G. aanstelling wat onge- 
veer £700 per jaar werd is Pris £700 wat medisyne en 
meubels insluit. Kamers teen £2 10s. per maand in hoofstraat 
veleé. £400 kontant en balans oor 12 maandelikse paaiemente 
Skrvf aan A. S. Posbus 643. Kaapstad 
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Provincial Administration of the Cape 
of Good Hope/tUniversity of Cape Town: 


JOINT MEDICAL STAFF FOR GROOTE SCHUUR AND 
OTHER TEACHING HOSPITALS: VACANCY 


1. Applications are invited from registered medical practi 
tioners (registered specialists) for appointment to the following 
Vacant posi 

Department of Pathology 


1 post of medical practitioner, Grade D (Third Assistant) 
with salary on the scale £1,200 §50--£1,500 per annum. 
2. Conditions of service are prescribed in terms of Hospiial 
Board Service Ordinance No. 19 of 1941, as amended, and 
the regulations framed thereunder. 

3. In addition to the scale of salary indicated a cost-of- 
living allowance at rates prescribed from time to time by the 
Administrator is payable to whole-time officials and employees. 

4. The Joint Medical Statf is required to serve jointly the 
Provincial Administration of the Cape of Good Hope and the 
University of Cape Town. 

5. The successful candidate, if not already in the Hospital 
Board Service, will be required to submit satisfactory birth 
and health certificates 

6. Application must be made on the prescribed form (Staff 
23) which is obtainable from the Director of Hospital Services, 
P.O. Box 2060, Cape Town, or from the Medical Superinten- 
dent of any Provincial Hospital or Secretary of any School 
Board in the Cape Province. 

7. Applications must be addressed to the Director of 
Hospital Services, P.O. Box 2060, Cape Town, and must reach 
him not later than 14 October 1953. 

8. Candidates must state the earliest date on which they can 
assume duty. (AS62727) 


Provinsiale Administrasie van die haap 
die Goeie Hoop/Universiteit van 
Kaapstad: 


GESAMENTLIKE MEDIESE PERSONEEL VIR GROOTE 
SCHUUR EN ANDER OPLEIDINGSHOSPITALE: 
VAKATURE 


1. Aansocke word ingewag van geregistreerde geneeshere 
(geregistreerde spesialiste) vir aanstelling tot die volgende 
Vankante pos 

Departement van Patologic 


1 pos van geneesheer, Graad D (Derde Assistent) met 
salaris volgens die skaal £1,200 ~ SO--£1,500 per jaar. 

2. Die diensvoorwaardes word voorgeskryf ingevolge dic 
Ordonnansic op Hospitaalraadsdiens nor. 19 van 1941, soos 
gewysig, en die reguiasies wat daarkragtens opgestel is 

3. Benewens dic salarisskaal soos aangedui is 'n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen 
bedrae wat van tyd tot tyd deur die Adminisirateur vasgestel 
word 

4. Van die Gesamentlike Mediese Personee] word vereis om 
die Provinsiale Administrasie van die Kaap die Goeie Hoop 
en de Universiteit van Kaapstad gesamentlik te dien 

§. Die gesiaagde kandidaat, indien nie reeds in die Hospi- 
taalraadsdiens nic, moet bevredigende geboorte- en gesond- 
heidsertifikate indien 

6. Aansock moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Super- 
intendent van enige Provinsiale Hospitaal of Sekretaris van 
enige Skoolraad in die Kaapprovinsie. 

7. Aansoeke moet aan die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, gerig word, en moet hom nie later 
as 14 Okteber 1953. bereik nic 

&. Kandidate moet die vroegste datum meld waarop hulle 
diens kan aanvaa' (AS62727) 
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VAKATURES BY PUBLIEKE HOSPITALE 
Aunsoecke word ingewag van kandidate met geskikte kwalifi- 
kasies vir die onderstaande poste by Publicke Hospitale in dic 
Transvaal 

Aansoeke moet gerig word aan die Genceskundige Super- 
intendent of Verantwoordelike Geneesheer van die betrokke 
hospitaal en moet volle besonderhede bevat aangaande dic 
ouderdom, professionele, akademiese en taalkwalifikasies, onder- 
vinding en huwelikstaat van die applikant en moet voorts ‘n 
aanduiding bevat van die vroegste datum waarop diens aanvaar 
kan word 

| ewenskostetoelae tans betaalbaar aan voltydse werknemers 


Lewenskostetoelae 
Getroud Ongetroud 
£320 per jaar £100 per jaar 


Salaris 
Oor £350 


Van persone wat aangestel word, sal verwag word om bevre- 
digende sertifikate in te dien, asook om hulle te onderwerp aan 
‘n geneeskundige ondersoek by die betrokke hospitaal. 

Aansoek vorms is verkrygbaar van enige Transvaalse Publieke 
Hospitaal of die Provinsiale Sekretaris, Afdeling Hospitaal- 
dienste, Posbus 2060, Pretoria. 

Benewens jaarlikse salaris en lewenskostetoelae ontvang vol- 
tydse werknemers spoorwegkonsessies en word verlof toegestaan 
ooreenkomstig die hospitaal verlofregulasies. 

Die sluitingsdatum van aansocke vir die poste is 21 September 
1953 


Hospitaal Vakature Emolument Opmerkings 
Coronation, Geneeskundige £1,200 50 Geregistreerde me- 
Johannesburg Superintendent 1,500 diese praktisyn. Ad- 

(1) ministratiewe plig- 
te. Vorige onder- 
vinding in Hospi- 
taaladministrasie ‘n 
vereiste. Plus £180 
per jaar huis toelae. 


Coronation 
Hospitaal- 
hestuur en die 
Universiteit 


Assistent Nar- £1,200x50 Geregistreerde me- 
kotiseur (1) ~1,500 diese praktisyn. 
Hoér kwalifikasies 
in Narkose ‘n aan- 


van die Wit- veling. 
watersrand 

Coronation Ongevalle- £620, 780, Geregistreerde me- 
Hospitaal- beampte (1) 820, 860 = diese praktisyn. 
bestuur en die Moet vir ten minste 
Universiteit 2 jaar gekwalifi- 
van die Wit- seerd wees. 
watersrand 


Paul Kruger Deeltydse Al- £170 p.) 
Gedenk, P.K. gemene Prak- 
Rustenburg tisyn-Genees- 

heer (1) 


Geregistreerde me- 
diese praktisyn. Een 
sessie per week. 

(42196) 


Wanted 
General practitioner required for Catholic Mission Hospital 
in Native Area of Natal. Catholic preferred. Applications, 
giving full particulars about previous appointments and 
experience (also surgical) to: The Secretary, National Catholic 
Hospital Board, P.O. Box 284, Queenstown, C.P 


For Sale 
A full-size plastic skeleton, fully articulated. complete with 
muscle markings Suitable for students, doctors or nursing 
colleges Condition as new Owner proceeding overseas 
Cost £66 10s. new. Will accept a reasonable offer. Write to 
‘A. S. Fo. P.O. Box 643, Cape Town 


Rooms to Share 


Doctors with consulting rooms in a new building in City wish 
to share same. Write to* A. S. G., P.O. Box 643, Cape Town 


Transvaalse Provinsiale Administrasie 


JOURNAI 


12 September 1953 


. 

Die Langeberg ho-operasie Mediese 
Hlulpvereniging 

Aansocke word van geregistreerde mediese praktisyns ingewag 
Vir aansicling in die beirekking van deeltydse geneesheer vir 
bogemelde Vereniging Van die suksesvolle geneesheer sal 
verlang word om ‘n kontrak met die Vereniging aan te gaan 
ooreenkomstig die reels van die Mediese Vereniging van Suid 
Atrika. Volle besonderhede is verkrygbaar van die Sekretaris, 
Posbus 1, Ashton, K.P. Sluitingsdatum vir aansoeke 30 Sep 
tember 1953 

(Hierdie aanstelling is deur die Mediese Vereniging van 
Suid-Afrika goedgekeur.—Assistent Sekretaris, M.V.S.A.) 


Praktlyk le hoop 


Praktyk te koop Noord Natal. Geen opposisie Bruto 
inkomste £3,500 sluit in D.G. aanstelling en groot naturelle 
kontant inkomste. Premie van £1,800 sluit medisyne, instru- 
mente en meubels in. ‘n Woonhuis met 9 vertrekke en spreek- 
kamers met 7 vertrekke, eie ligte installasie en waterpomp 
vir £3,200 Totaal £5,000. Verkoop om gesondheidsredes 
Kontant verkies maar voorstelle tot terme sal oorweeg word 
Skryf aan *A. S. Posbus 643, Kaapstad. 


Cape Furniture Workers’ Union Sick Fund 
PART-TIME MEDICAL OFFICERS 


Part-time medical officers are required for the Cape Furniture 
Workers’ Union Sick Fund, full particulars of which may be 
obtained from the Secretary at 350 Victoria Road, Salt River. 
Closing date for applications 30 September 1953 

(This appointment has the approval of the Medical Associa- 
tion of South Africa.—Assistant Secretary, M.A.S.A.) 


Practice for Sale 


Well-established seaside European practice in rapidly expand- 
ing area. Close to centre. Will provide good livelihood for 
elderly man, and ample scope for young man. This practice 
is totally unopposed and a sound introduction will be given 
Price, £1,200, includes surgery fittings, etc. For further details 
write * Medical’, P.O. Box 2346, Durban. 


S.A. Medical Journal 
S.A. Tydskrii vir Geneeskunde 


The Journal is published weekly on Saturdays. 

Office: Medical House, 35 Wale Street, Cape Town. 

Postal Address: P.O. Box 643, Cape Town. Telephone 
2-6177. 

Telegrams: Medical, Cape Town 

Proprietors and Publishers: Medical Association of South 
Africa 

The Journal is supplied to all members whose names are 
furnished by the Branch Secretaries 

Subscription for non-members, 84s. per annum, post free. 
payable in advance, can be commenced at any time. Single 
copies, 2s. 6d 

Advertisement rates for professional appointments, 25s. per 
inch, single column. Quotations for larger and serial advertise 
ments On application. Copy must reach the Advertising 
Manager at least 21 days before publication 

All remittances, whether for subscriptions or advertisements, 
are payable to the Medical Association of South Africa, at the 
above address. Cheques should include exchange. 

Author's reprints of papers can be obtained at cost. Order 
blanks will be forwarded to authors when page proofs are 
ready. 


Mepicat House, 35 Wale Street, Cape Town 


- Printed by Cape Times Ltd., Parow, and Published by 


the Proprietors, THe MEDICAL ASSOCIATION OF SOUTH AFRICA 
P.O. Box 643 


Telephone 2-6177. Telegrams ‘Medical’ 
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LATEST & 


PRODUCT 
OF 


A further 
SEARLE 
RESEARCH 


Bey 


. Side-effects are minima 
. low dosage—high potency 


. Pleasant to take 


: 


. Convement dosage schedule 


BRAND OF PROPANTHELINE BROMIDE 


PHARMACY LIMITED 


P.O. Box 256, Johannesburg - P.O. Box 568, Cape Town + P.O. Box 2383, Durban - P.O. Box 789, Port Elizabeth 


* Trade-mark of G. D. Searle & Co 


4 
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‘ 
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nce in anticholinergic therapy y 
USUAL DOSAGE in peptic ulcer: 1 tablet (15mg.) with meals; 2 toblets at bedlime - 
4 ae 
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available 
ORAL SUSPENSION 


Tonsitlitis Gonorrhea Fever 
Osteomyelitis Pyoderma 


| 


ERYTHROCIN WILL ERYTHROCIN WILL NOT 


1, Destroy or inactivate |. Affect Coliform organisms. 
Streptococci, Pneumococci 2. Cause allergic reactions— 
and Staphylococci. none reported to date. 

2. Be found outstandingly 3. Cause toxic symptoms — 
effective against gram- none reported to date. 

positive organisms. 4. Destroy blood or blood- 
since it con- 


| tains NONitrobenzeneGroup. 


DOSAGE 
Oral) Suspension!—2 r to HOW SUPPLIED 


si ; jatric Erythrocin Stea- 

ev © six hours for a 50-pound child. e Oral Suspension, 

ADULTS: | to 2. representing 100 mg. of 

rs, depending on severity of infection. Erythrocin per 5-cc. tea- 

an be administered before, after o¢ with meals. spoonful, is supplied in 

: 2-fl. oz. bottles (List No. 
6334). 

TABLETS Gm. speci- 

ally coated, are supplied 

in bottles of 25 (List 6325) 


Se 
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Pneumonia 
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